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Abstract 
 
 A substantial body of research has identified many health disparities in the gay and 
lesbian populations, along with a myriad of physical, social, and institutional factors that 
influence these disparities. The sexual orientation disclosure interaction is a critical 
component of the health care visit for lesbians and gay men that may significantly explain 
and predict engagement in the system, and ultimately, may contribute to these health 
disparities. However, the construct of disclosure has been poorly defined and measured by 
health care researchers. The purpose of this study was to further develop the preliminary 
Multidimensional Disclosure to Health Care Providers Scale (MD-HCPS) to assess gay men 
and women’s experiences disclosing sexual orientation to health care providers.  Data were 
gathered from 667 participants across the U.S. using online survey methodology. Based on 
item analyses and exploratory factor analyses, the number of items was reduced from 119 to 
62 in five subscales. Further, twelve factors were identified within the five subscales 
(Disclosure Attitudes and Beliefs, Initiation of Disclosure, Disclosure Communication, 
Positive Acknowledgment of Disclosure, and Negative Acknowledgment of Disclosure). 
Results also provided empirical evidence for the theoretical model on which the scale is 
based. Coefficient alphas for the factors ranged from .43 to .91. Five of the twelve factors 
had adequate reliability (.80 or greater). The remaining factors need further revision to 
increase their reliability. Despite its limitations, this measure has great potential to further our 
understanding of the influence of disclosure on health seeking behaviors of gay men and 
lesbians.  This, in turn, can help to improve the quality of life of gay and lesbian individuals, 
a population that has traditionally been neglected in the literature.  
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To gay and lesbian individuals everywhere, who bravely  
navigate disclosing on a daily basis. 
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Chapter 1 
Introduction 
Gay men and women comprise between 3 and 5 percent of the U.S. population, 
although this is likely an underestimate (Black, Gates, Sanders, & Taylor, 2000) . Same-
sex couples reside in more than 99% of all counties making up the 50 states (Smith & 
Gates, 2001).  Most gay and lesbian individuals do not seek health care from LGBT 
health care providers or clinics (McGarry, Clarke, Landau, & Cyr, 2008; The Medical 
Foundation, 1997). Therefore, it is reasonable to assume that the vast majority of health 
care providers see gay men and women as part of their practice. However, few health 
care providers are aware of their gay and lesbian patients (Harrison, 1996; Kelley, Chou, 
Dibble, & Robertson, 2008). 
Part of this unawareness is related to the heteronormative values that pervade the 
United States. Heteronormative thinking assumes that heterosexuality is natural, 
coherent, fixed, and universal (Yep, 2002). For health care providers, these values can 
affect every aspect of their practice, from choosing the waiting room literature to 
determining what appropriate questions to ask during the intake interview (Rondahl, 
Innala, & Carlsson, 2006). Few providers feel a responsibility to make their practices 
welcome to lesbian and gay patients (Corliss & Shankle, 2007). As a result, gay and 
lesbian patients are more likely to remain unknown to the provider, continuing the cycle 
of invisibility within a heterosexual world (Hoffman, Freeman, & Swann, 2009). 
In addition to delivering health care in heteronormative environments, there is 
research evidence that health care providers are also subject to heterosexist and 
homophobic viewpoints (Dean et al., 2000; Kelley et al., 2008). Heterosexism refers to 
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the discrimination, lack of knowledge, stereotyping, and insensitivity related to gay and 
lesbian issues (Long, 1996); homophobia refers to the non-reasoned fear, abhorrence, and 
dislike of gay or lesbian individuals (Kite & Whitley, 1998). Homophobic attitudes can 
range from mild (e.g., discomfort at talking to a patient’s partner, feeling nervous and 
uncomfortable obtaining a sexual history, or making assumptions about the composition 
of a gay family) to more disturbing beliefs (e.g., fear of contracting AIDS from any gay 
patient or a desire not to treat a gay or lesbian patient based on personal or religious 
beliefs). Such experiences of homophobic attitudes are widespread. In one survey of 
second year medical students, 25% felt that homosexuality was immoral and dangerous 
to the institution of the family, and 9% believed homosexuality was a mental disorder 
(Klamen, Grossman, & Kopacz, 1999). Another survey found 30% of nursing students 
were uncomfortable providing care to lesbian women (Eliason, 1998). A survey of 
physicians found that 67% of respondents believed they had seen gay or lesbian patients 
receiving substandard care because of their orientation (Schatz & O'Hanlan, 1994). 
Some of the findings on health care providers’ attitudes and beliefs are related to a 
lack of training on LGBT health issues. Fifteen years ago, the average time spent on 
LGBT-specific health care issues was approximately 3.5 hours in a 4-year medical school 
curriculum, and this was almost exclusively spent in class time on human sexuality 
(Wallick, Cambre, & Townsend, 1992). A more recent study found that only 20% of 
internal medicine residency programs allotted more than 3 hours to studying gay men, 
and only 5% allotted this time for studying lesbian women (McGarry et al., 2008). Little 
education is offered on health disparities in the gay and lesbian populations beyond HIV 
or AIDS, and few opportunities are provided to gain clinical practice working with such 
 3 
patients (Corliss & Shankle, 2007). Most medical school students express a desire for 
more training on lesbian and gay health issues, and for training to be infused throughout 
the curriculum (Sanchez, Rabatin, Sanchez, Hubbard, & Kalet, 2006; Townsend, 
Wallick, & Cambre, 1996). Exposure to training on gay and lesbian health issues has 
positive outcomes. Increased training in lesbian and gay health care issues is related to 
increased levels of preparedness and comfort in dealing with lesbian and gay patients 
among medical residents (Kelley et al., 2008; McGarry, Clarke, Cyr, & Landau, 2002). 
Further, medical students with greater clinical exposure to lesbian and gay patients were 
found to obtain more comprehensive histories, hold more positive attitudes toward such 
patients, and to possess greater knowledge of lesbian and gay health care concerns than 
students with little or no clinical exposure (Sanchez et al., 2006). 
The gains evidenced by providers with greater prior exposure (e.g., greater 
comfort with gay and lesbian patients, spending more time with patients) are especially 
critical given the importance of the patient-provider relationship in acquiring health care. 
The patient-provider relationship is the key component of all health care, is important in 
determining physician competence, and is related to positive patient outcomes (Beck, 
Daughtridge, & Sloane, 2002; R. M. Epstein & Hundert, 2002). Emanuel and Dubler 
(1995) outlined six components of the patient-provider relationship: choice, competence, 
communication, compassion, continuity, and (no) conflict of interest. Therefore, the 
patient-provider relationship between gay and lesbian patients and their providers is most 
threatened by limited choice, physician incompetence, less open communication, 
uncompassionate attitudes, and lack of continuity. 
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Due to the heterosexist environment in health care, most gay and lesbian patients 
are not recognized as such unless they make this known. By disclosing their sexual 
orientation, they may receive more competent care, which, in turn, is marked by more 
open communication and better health. For example, a lesbian might let her provider 
know that she is gay and does not need information on birth control; instead, a provider 
might discuss pertinent sexual issues and ensure that the patient is receiving 
recommended screenings. However, having a minority sexual orientation is associated 
with stigma (Corrigan & Matthews, 2003; Goffman, 1963). For gay and lesbian 
individuals, this means they ascribe to a trait that is societally devalued, and that they can 
possibly be seen as committing a sin, having a disease, or being an aberration (Dean et 
al., 2000). Managing this stigma is a part of most gay and lesbian patients’ visits to health 
care providers, whether they disclose their sexual orientation or not (Stevens & Hall, 
1988). An additional issue related to disclosing is the inequality of the relationship 
between the patient and the provider. Despite the medical industry’s wish for an ideal 
relationship marked by power sharing and negotiation, most patients see themselves as 
lacking knowledge and perceive the provider as the trusted expert who holds the key to 
solving their medical problems (Gallant, Beaulieu, & Carnevale, 2002). This dynamic 
places the gay or lesbian patient in an extremely vulnerable position, knowing that 
revealing sexual orientation information to a provider may sever the relationship and 
prevent the patient from receiving necessary treatment (Hitchcock & Wilson, 1992). In 
short, there are possible gains related to disclosing sexual orientation information, and 
there are potential dangers in doing so. However, despite its importance, the actual 
process of disclosing has not been widely studied and is poorly understood. 
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This investigation seeks to contribute to the literature on gay and lesbian health 
care by examining the nature and contextual factors of the disclosure interaction. A 
previous study conducted by the author situated the disclosure interaction within a model 
of predictors and outcomes of disclosure (Jamison, 2007), and used empirical methods to 
create a scale to measure the disclosure interaction, the draft preliminary 
Multidimensional Disclosure to Health Care Providers Scale (MD-HCPS). Further 
refinement and validation of the MD-HCPS was carried out in the present study. This 
was accomplished by gathering data over the internet from several hundred gay and 
lesbian individuals across the United States. Item analyses and an exploratory factor 
analysis guided the final composition of the MD-HCPS.  
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Chapter 2 
Literature Review 
In this chapter, information regarding lesbian and gay health will be provided. 
This includes information on health disparities in the gay and lesbian populations, an 
examination of factors contributing to health disparities, and an overview of the role of 
disclosure in the patient-provider relationship. In addition, I will present a review of how 
disclosure has been conceptualized and measured in previous studies, as well as a 
summary of the development and a review of the content of a new measure of disclosure, 
the MD-HCPS. The chapter closes with a proposal for further psychometric validation of 
this measure.  
 
Health Disparities Among Gay Men and Lesbians 
Overall, gay men and women share most of the same general health care needs 
concerning physical and mental wellness as their non-gay counterparts (American 
Medical Association Council on Scientific Affairs, 1996). Yet, the gay and lesbian 
population has been identified as 1 of the 6 most underserved populations by the U.S. 
Department of Health and Human Services (2000). In addition, there are specific health 
care issues that differentiate men and women who identify as lesbian or gay, including 
sexual health issues and family planning (Dean et al., 2000). Further, health care 
disparities that have been identified among this population and warrant further 
examination include cancer prevalence, mental health issues, and substance use.  
Although a growing body of research has developed on the health of gay and 
lesbian people over the past several decades, researchers still know far less about this 
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marginalized group as compared to other groups, such as those defined by gender, 
race/ethnicity, socioeconomic status, or age. The primary reason for this knowledge gap 
is the fact that no federally funded large-scale health studies allow researchers to ask 
respondents to identify their sexual orientation (Binson, Blair, Huebner, & Woods, 2007; 
Gay and Lesbian Medical Association, 2001; Institute of Medicine, 1999), whereas 
information about gender, race/ethnicity, socioeconomic status, and age is routinely 
gathered as part of national health surveys. Therefore, researchers must rely mostly on 
smaller-scale studies to provide this information.  
Overview of Health Disparities by Topic. Despite existing research barriers, a 
growing number of studies have identified many health disparities in the gay population 
(American Medical Association1996; Bradford, Ryan, & Rothblum, 1994; Dean et al., 
2000; Gay and Lesbian Medical Association2001; Institute of Medicine, 1999; Valanis et 
al., 2000). A brief overview of relevant findings related to disparities in cancer, mental 
health, substance use, and sexually transmitted infections is presented in the following 
paragraphs. This overview is meant to provide background information on specific 
lesbian and gay health care needs. 
Cancer. Gay men and lesbians may have higher rates of several cancers due to 
behaviors such as nulliparity and sexual activity, including breast and ovarian cancer in 
women, and anal cancer in men (Dibble, Roberts, & Nussey, 2004; Kavanaugh-Lynch, 
White, Daling, & Bowen, 2002; Koblin et al., 1996). In addition, chronic exposure to 
stressors such as prejudice, discrimination, and violence may increase gay men and 
women’s risk for these and other cancers due to psychogenic suppression of the immune 
response (Cole, Kemeny, Taylor, & Visscher, 1996).  
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Mental health. Both gay men and women have been found to suffer 
disproportionately from a variety of mental illnesses, including depression and anxiety 
disorders (Cochran & Mays, 2009; Gilman et al., 2001; R. Lee, 2000). Eating disorders 
including anorexia, bulimia, and binge eating disorder are present in the gay and lesbian 
populations at higher rates than in their heterosexual counterparts (Austin et al., 2009; 
Case et al., 2004; Russell & Keel, 2002). Finally, gay men and women are far less likely 
to report domestic violence, or to receive assistance when help is sought, than their 
heterosexual counterparts (Brown & Groscup, 2009; Murray & Mobley, 2009). 
Substance use. Gay men and women report much higher rates of tobacco use and 
alcohol use than heterosexual men and women, sometimes twice as high (Diamant, Wold, 
Spritzer, & Gelberg, 2000; Greenwood & Gruskin, 2007; Ryan, Wortley, Easton, 
Pederson, & Greenwood, 2001). Similarly, use of club drugs such as crystal meth, 
ecstasy, inhalants, and stimulants is reported far more often by gay men than by lesbians 
or heterosexual men or women (Ostrow & Stall, 2008; Skinner & Otis, 1996). Higher 
rates of tobacco and alcohol use, as well as higher rates of obesity, may place lesbians at 
greater risk of developing coronary heart disease (Roberts, Dibble, Nussey, & Casey, 
2003; Ulstad, 1999).  
Sexually transmitted infections (STIs). Gay men are contracting sexually 
transmitted infections at higher rates than the general population, including HIV, syphilis, 
rectal gonorrhea, herpes, hepatitis, and genital warts caused by human papillomavius 
virus (HPV) (Centers for Disease Control and Prevention, 1999; Harrison & Silenzio, 
1996). Lesbians have the same or higher risk for bacterial vaginosis, HPV, and 
trichomonas as heterosexual women, and are at greater risk for contracting HIV when 
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having sex with a man (this is because lesbians are more likely to have sex with gay or 
bisexual men, who are more likely to be HIV positive) (Bauer & Welles, 2001; Marrazzo, 
Koutsky, Kiviat, Kuypers, & Stine, 2001).  
Factors relating to health disparities. Regarding factors related to gay and 
lesbian health disparities, it should be noted that sexual orientation does not directly 
cause them; rather, a myriad of physical, social, and institutional factors combine to 
influence gay and lesbian individuals in such a way as to create the disparities.  In order 
to lessen health disparities in the gay and lesbian population, health care researchers have 
sought to identify possible connections between these disparities and the health care 
system. Their findings will be presented in this section, as well as a discussion of factors 
related to access of health care, avoidance and delay of care, receipt of substandard care, 
and experiences of heterosexism and homophobia in the health care system. Most of 
these interrelated factors can be connected to the process of disclosing sexual orientation 
to health care providers.  
Access to Care. Lesbians and gay men tend to have less access to care than 
heterosexual men and women.  Population-based studies have found that this may be 
associated with a lack of health insurance or with other financial barriers to care 
(Diamant, Wold et al., 2000).  Lesbians and gay men not otherwise insured may not have 
access to insurance through their partner’s insurance plan, as heterosexual spouses do 
(Gay and Lesbian Medical Association, 2001), and are almost twice as likely to be 
uninsured as heterosexual married couples (Badgett, 2006). As a result of less insurance 
coverage, lesbians and gay men receive less routine preventive care, such as annual 
physicals (Robertson, 1992; Steele, Tinmouth, & Lu, 2006).  Moreover, avoidance and 
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delay of care are a widespread phenomenon within the gay and lesbian population 
(Hitchcock & Wilson, 1992; Martinson, Fisher, & DeLapp, 1996; Stein & Bonuck, 2001; 
Stevens, 1998).  For example, Stevens and Hall (1988) found that 84% of their 
participants reported a general reluctance to seek care. Delays specifically related to 
concerns about the response of the provider to their sexual orientation were reported by 
36% of the 524 participants in another study (van Dam, Koh, & Dibble, 2001).  Repeated 
negative health care encounters led 44% of another study’s participants to stop seeking 
health care altogether (Stevens, 1994a). 
Less access to, avoiding, and delaying care have a direct impact on the health 
disparities of this population.  Annual physicals are important for detecting long-term 
health concerns in the early stages, such as heart disease, diabetes, cancer, or arthritis, 
through routine tests such as blood pressure screening, blood tests, and reproductive 
cancer screening (Pap smears, testicular cancer screening).  By avoiding or delaying 
interactions with health care providers, interventions offering education about risk factors 
and prevention strategies may be missed (Diamant, Wold et al., 2000; Kavanaugh-Lynch 
et al., 2002). As a result, long term health problems may develop and remain undetected 
at earlier and more treatable stages (Koh, 2000).  In addition, many lesbians and gay men 
already dealing with illnesses may not visit health care providers in a timely manner to 
address them (Stevens, 1994b).  
Experiences of Discrimination. When gay men and lesbians do seek health care, 
experiences of discrimination and heterosexist assumptions in health care delivery may 
influence their experiences.  Discrimination reports are widespread, and include 
behaviors ranging from derogatory comments made by office staff to a physician’s 
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refusal to provide care to a patient (Stein & Bonuck, 2001; Stevens & Hall, 1988).  As a 
result of discrimination, lesbians and gay men report receiving substandard care. In one 
study, most participants reported receiving some kind of negative treatment (Stevens, 
1994b), and in another study, 36% of participants left the presence of the health care 
provider or did not return due to how the health care provider reacted to them as lesbians 
(Stevens & Hall, 1988).  In addition to reported past discrimination, up to 96% of gay 
men and lesbians can easily anticipate health care situations in which it would be harmful 
for health care providers to know they are gay (Lehmann, Lehmann, & Kelly, 1998; 
Stevens & Hall, 1988).  Because of previous reactions and anticipation of future 
reactions, many men and women choose to not disclose their sexual orientation for fear 
of discrimination.  Non-disclosure may result in receiving care under heterosexist 
assumptions, which in turn might lead to improper procedures or advice being given 
(Cochran & Mays, 1988; Lehmann et al., 1998; Robertson, 1992; Stevens, 1994a, 1994b; 
Stevens & Hall, 1988).  For example, a gynecologist may recommend a patient be on 
birth control pills upon hearing that she uses no protection when having sex, or may 
provide free condoms to her (Barbara, Quandt, & Anderson, 2001).  The patient, having 
received such heterosexist and irrelevant care, may believe that visiting this doctor was a 
waste of time, and may be less likely to seek medical care in the future.       
Disclosure of sexual orientation. In an attempt to receive appropriate care, gay 
men and lesbians may inform their health care providers that such heterosexist 
assumptions do not apply to them.  This is achieved through the process of disclosure.  
Disclosure is the communication of one’s sexual orientation to another person or group of 
persons through verbal and nonverbal behaviors (Chirrey, 2003; Healy, 1993).  
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Disclosure in the health care environment is vital for the delivery of appropriate and 
sensitive care that is responsive to each patient’s needs (Gay and Lesbian Medical 
Association, 2001). Regarding sexual behavior and sexual orientation, both the 
individual’s self-identified label and same-sex behavior are important criteria to consider.  
Health care providers must make recommendations based on patients’ behaviors, and not 
on how they self-identify (Dean et al., 2000; Harrison & Silenzio, 1996).  However, the 
label a gay or lesbian patient uses will impact the disclosure decision and process (Bauer 
& Jairam, 2008; Bonvicini & Perlin, 2003). Although it is necessary for health care 
providers to know the sexual orientation of their patients in order to deliver appropriate 
medical care, only a fraction of health care providers attempt to obtain this information 
(Knight, 2004; Robertson, 1992; Stein & Bonuck, 2001). 
Further, the presence or absence of disclosure is not as important as the quality of 
the disclosure interaction in influencing current and future health seeking behavior and 
engagement in the health care system (Brotman, Ryan, Jalbert, & Rowe, 2002).  
Disclosure can impact health seeking behaviors depending upon whether disclosure is 
received and reflected in a positive or negative way by the health care provider receiving 
the information (Eliason & Schope, 2001). If health care providers receive and reflect a 
patient’s disclosure in a negative way, negative health outcomes may result. However, if 
disclosure is received and reflected in a positive way, positive health outcomes may 
follow for the patient.   
In sum, research identifies the sexual orientation disclosure interaction as a 
critical component of the health care visit for lesbians and gay men that may significantly 
explain and predict their engagement in the system, and ultimately may contribute to our 
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understanding of health disparities. However, the phenomenon of gay or lesbian 
disclosure to health care professionals has received little attention from researchers.  
Given the impact of disclosure on the psychological and physical health of the patient, 
and the possible influence on health disparities in this population, this is an area that 
deserves further attention and focus.  In particular, examining the process and 
components of a disclosure interaction, and identifying variables that influence disclosure 
decision making, may help to build theory, develop interventions, and further our ability 
to lessen health disparities in the gay and lesbian population. 
 
Disclosure of Sexual Orientation to Health Care Providers 
Disclosing information about oneself is an everyday occurrence for all men and 
women, but for gay men and women, disclosing their sexual orientation to anyone can 
come with potential high cost, most notably the cost of rejection (Petronio, 2002). Given 
the importance of the patient-provider relationship in obtaining healthcare (Beck et al., 
2002; R. M. Epstein & Hundert, 2002), the risk of rejection in this context is heightened. 
There exists a power differential between patients and providers, which places gay and 
lesbian patients in an inferior position in the relationship (Gallant et al., 2002).  In 
addition, being gay or lesbian has historically been linked to pathology within the culture 
of medicine (Fish, 2006); the positive changes in societal attitudes have been slower to 
extend to health care settings (Eliason & Schope, 2001). 
Thus, researchers agree that engaging in a disclosure interaction is akin to 
conducting a risk-benefit analysis for most lesbians and gay men (e.g., Brotman et al., 
2002; Fish, 2006; Hitchcock & Wilson, 1992; Institute of Medicine, 1999). Prior to a 
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health care visit, some individuals may gather information, such as scouting out LGBT-
friendly providers in an effort to enter a setting where it will feel safe to disclose 
(Stevens, 1994b). During the health care interaction, patients may monitor the 
environment for additional information to determine if the risk to disclose has increased 
or decreased (Eliason & Schope, 2001; Hitchcock & Wilson, 1992; Stevens, 1994b; 
Tiemann, Kennedy, & Haga, 1998). Generally, patients perceive disclosure as unsafe, but 
often necessary to receive optimal care (Bonvicini & Perlin, 2003). The desired situation 
for most men and women is to disclose to health care providers, to have this information 
received warmly and appropriately, and for this information to be properly used to deliver 
optimal health care (Lehmann et al., 1998; Stein & Bonuck, 2001; Stevens, 1994a; 
Stevens & Hall, 1988). Individuals who do not disclose may do so to remain physically 
safe (e.g., to avoid receiving substandard care or having to flee the situation) but this may 
also result in psychological costs (e.g., feeling ashamed, being unsure of the quality of 
their care) (Brotman et al., 2002; Harrison & Silenzio, 1996; Stevens, 1994b; Tiemann et 
al., 1998).  
Factors associated with disclosure  Reported disclosure rates vary widely from 
study to study, ranging from 25% to 90% (e.g., Boehmer & Case, 2004; Diamant, 
Schuster, & Lever, 2000; Eliason & Schope, 2001; Klitzman & Greenberg, 2002; Stein & 
Bonuck, 2001). This variation may be due to many factors. A point made by many 
researchers is the contention that perhaps the disclosure rate might be higher or lower in 
their study than in the general population due to sample characteristics. For example, 
White and Dull’s (1998) unusually high (90%) disclosure rate may be related to the fact 
that the participants were attending a lesbian health care conference or were members of 
 15 
a community organization who received newsletters about the importance of obtaining 
regular screenings and seeking primary care. The study with the lowest (25%) disclosure 
rate involved college-aged participants who reported little disclosure to most people, 
including family, friends, or coworkers (Williams-Barnard, Mendoza, & Shippee-Rice, 
2001). In addition, the contexts in which disclosure occurred were different across 
studies: some studies inquired only about disclosure during the most current health care 
visit, whereas others surveyed participants regarding disclosure at any time to any health 
care professional. Nevertheless, the average disclosure rate across studies is close to 50%, 
meaning that half of participants, on average, had disclosed to at least one health care 
provider on at least one occasion.   
Research on disclosure to health care professionals has revealed a number of 
interconnected variables that contribute to the process of disclosing. In turn, the 
disclosure interaction impacts a number of other variables that may relate to health 
outcomes. To help understand the relationships among these variables, previous work 
was drawn from to create a model that illustrates the issues. This model, shown in Figure 
1, illustrates hypothesized relationships among these variables. Along the left side, 
variables that impact disclosure are grouped into three clusters: characteristics of the 
patient, health care provider characteristics, and health care environment and context. 
This section of the model was drawn from previous work by Hitchcock and Wilson 
(1992), Stevens (1994b), and Eliason and Schope (2001). Along the right side of the 
model, outcomes of the disclosure interaction can be seen. The five areas impacted by the 
disclosure interaction – patient psychological outcomes, patient-provider relationship, 
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quality of care, continuity of care, and influence on future health care interactions – can 
be negative or positive, depending upon the quality of the disclosure interaction. These 
outcomes were identified by multiple researchers and placed into the model in a previous 
study I conducted (Jamison, 2007). What follows is a description of each section of the 
model. 
 
Figure 1. Disclosing sexual orientation to health care providers: Relationship to 
antecedents and corollaries. 
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Demographic characteristics associated with higher disclosure rates include: (a) 
gender (e.g., men are more likely to disclose, Klitzman & Greenberg, 2002; Stein & 
Bonuck, 2001), (b) age (e.g., people aged 30-60 disclose more than older or younger 
people,  Martinson et al., 1996; Stein & Bonuck, 2001), (c) formal education (e.g., people 
with higher levels of education are more likely to disclose, Eliason & Schope, 2001; 
Tiemann et al., 1998), (d) income (e.g., individuals with higher incomes are more likely 
to disclose, Bergeron & Senn, 2003), (e) geographic area (e.g., individuals living in urban 
areas and in gay sections of cities, Tiemann et al., 1998), and (f) partnership status (e.g., 
men and women in formalized relationships are more likely to disclose, Boehmer & 
Case, 2004; Hitchcock & Wilson, 1992). Other patient variables associated with higher 
disclosure rates are psychosocial in nature. These include: (a) comfort with one’s sexual 
orientation (Barbara et al., 2001; Robertson, 1992; Williams-Barnard et al., 2001), (b) 
level of connection to the gay community (Martinson et al., 1996; Tiemann et al., 1998), 
(c) level of disclosure to other people (e.g., friends, family, and coworkers, Boehmer & 
Case, 2004; Hitchcock & Wilson, 1992; Stevens & Hall, 1988), (d) general beliefs about 
disclosure (e.g., feeling it is dangerous in general to disclose, Stein & Bonuck, 2001), (e) 
previous positive experiences with disclosure to health care professionals (Hitchcock & 
Wilson, 1992; Stevens, 1998), (f) perceived relevancy of sexual orientation to presenting 
concerns (Hitchcock & Wilson, 1992; Stein & Bonuck, 2001), and (g) general attitudes 
and beliefs regarding healthcare (Hitchcock & Wilson, 1992; Martinson et al., 1996; 
White & Dull, 1998). 
The finding that men are more likely than women to disclose may be related to 
the finding that women fear negative reactions upon disclosure more than men (Klitzman 
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& Greenberg, 2002; Stein & Bonuck, 2001). This is consistent with the literature on 
disclosure in other circumstances, which indicates that women may be more guided than 
men by the expected reception of the disclosure (Franke & Leary, 1991; Wells & Kline, 
1987). It is unclear whether race or ethnicity impacts disclosure. Disclosure rates among 
lesbian and gay patients who belong to an ethnic or racial minority group may be affected 
by the need to manage multiple oppressions (Stevens, 1994b). Most studies have used 
primarily non-Hispanic White samples, and only two studies with ethnic minority 
samples examined the relationship between ethnicity and disclosure rates with different 
results. Klitzman and Greenberg (2002) reported lower rates of disclosure in ethnic/racial 
minority individuals (58% of Black and Latino participants had disclosed vs. 79% of non-
Hispanic White participants); however, Stein and Bonuck (2001) found no reported 
differences by race/ethnicity. Studies have found that both discloser and non-discloser 
groups have similar levels of insurance coverage (Klitzman & Greenberg, 2002). In 
addition, studies utilizing participants from countries with universal health care coverage 
have yielded similar disclosure rates to studies in the United States (e.g., Bergeron & 
Senn, 2003; Brotman et al., 2002). Therefore, insurance coverage does not appear to be 
related to rates of disclosure.   
 Characteristics of the health care provider also influence disclosure rates. Provider 
demographic characteristics associated with higher disclosure rates include: (a) gender 
(female providers are associated with higher rates of disclosure, Eliason & Schope, 2001; 
White & Dull, 1998), (b) known or perceived sexual orientation (patients are more likely 
to disclose to an LGBT provider, Barbara et al., 2001; Boehmer & Case, 2004; Klitzman 
& Greenberg, 2002), and (c) age (older providers are associated with lower levels of 
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disclosure, White & Dull, 1998).  Patient ratings of health care providers’ interpersonal 
characteristics have also been associated with higher disclosure rates.  These include 
communication style (e.g., tone of voice, eye contact, and body language, Bergeron & 
Senn, 2003; Eliason & Schope, 2001; Hitchcock & Wilson, 1992; Hoffman et al., 2009), 
and knowledge of gay and lesbian health issues (Barbara et al., 2001; Hoffman et al., 
2009; Klitzman & Greenberg, 2002; Rankow & Tessaro, 1998; Robertson, 1992; Stein & 
Bonuck, 2001; White & Dull, 1998). By far the most consistent finding relates to the 
gender of the health care provider. Almost every study that examined this variable found 
that men and women were much more likely to disclose to a female health care provider 
than to a male provider (Diamant, Schuster et al., 2000; Eliason & Schope, 2001; 
Hitchcock & Wilson, 1992; Lehmann et al., 1998; Politi, Clark, Armstrong, McGarry, & 
Sciamanna, 2009; Robertson, 1992; White & Dull, 1998). This may be related to the 
belief that women, in general, are more accepting of homosexuality (Hitchcock & 
Wilson, 1992). In fact, in one study every patient who reported making an unplanned 
disclosure to a male health care provider had the disclosure received negatively, and 
every patient who reported making an unplanned disclosure to a female health care 
provider had the disclosure received positively (Tiemann et al., 1998).     
The third group of variables that influence disclosure is related to the health care 
environment and context of the visit. Such characteristics include: (a) urgency of care 
(e.g., planned preventive care or medical emergency, Boehmer & Case, 2004; Eliason & 
Schope, 2001; Hitchcock & Wilson, 1992; Tiemann et al., 1998), (b) healthcare setting 
(e.g., hospital stay or outpatient clinic, Stevens, 1994a), (c) geographic location of the 
clinic, office, or space (e.g., location is in gay area of city, Hitchcock & Wilson, 1992), 
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and (d) signs of inclusivity (e.g., waiting room literature, decorations, intake forms, 
Eliason & Schope, 2001; Hitchcock & Wilson, 1992; Stevens, 1994a; Tiemann et al., 
1998). For example, in a planned visit such as an annual physical, gay men and lesbians 
have more time and information to consider whether disclosure is wanted or needed. In a 
more urgent care situation, such as a visit to an emergency department after an accident, 
men and women have reported disclosing more spontaneously (Tiemann et al., 1998). 
When the health care interaction requires a stay at a hospital, individuals may disclose so 
that their partners will be involved and treated as family (Stevens, 1994a). Individuals 
who felt they were more in control of the decision to disclose were more likely to report 
positive outcomes, whereas men and women who felt compelled to disclose due to the 
circumstances were more likely to report negative outcomes of disclosure (Stevens, 
1994a; Tiemann et al., 1998).  
Finally, gay and lesbian patients take note of signs of inclusivity in the health care 
setting. On intake forms, if there is only space for a wife’s or husband’s information to be 
provided, or if patients are presented with a narrow list from which to select their marital 
status, this may be interpreted as an unwelcoming environment. Another sign of an 
unwelcoming environment may be found in observing the office staff. Patients who 
overhear office staff telling gay jokes or making derogatory comments about 
homosexuality in general perceive the environment as hostile toward them (Eliason & 
Schope, 2001). 
Outcomes associated with disclosure. Disclosure can impact health seeking 
behaviors and health outcomes depending upon whether disclosure is received and 
reflected in a positive or negative way by the health care provider. Positive and negative 
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disclosure outcomes may occur in five areas: patient psychological outcomes, patient-
provider relationship, quality of care, continuity of care, and influence on future health 
care interactions.   
Patient psychological outcomes refer to changes in the patient’s mental state as a 
result of the health care provider’s reaction to the disclosure. When the disclosure has 
been received positively, patients have reported feeling heard, cared for, and empowered 
(Hitchcock & Wilson, 1992; Stevens, 1994a). In these cases, patients felt their sexual 
orientation was recognized as relevant and an important part of who they are (Brotman et 
al., 2002). However, when health care providers have reacted negatively to disclosure, 
patients have reported feeling embarrassed, ashamed, exposed, vulnerable, ignored, 
denigrated, terrified, betrayed, and traumatized (Eliason & Schope, 2001; Klitzman & 
Greenberg, 2002; Robertson, 1992; Stevens, 1994a; Stevens & Hall, 1988). The 
emotional impact of negative interactions may have far-reaching consequences, as 
negative emotions can be further internalized to contribute to a lower sense of positive 
gay identity and self-worth, and may impact overall self esteem (Barbara et al., 2001; 
Brotman et al., 2002; Stevens, 1994b; Tiemann et al., 1998). 
The quality of the patient-provider relationship is also affected by the disclosure 
interaction. Established guidelines governing medical practice recognize that the 
relationship between a health care provider and a patient is critical to the delivery of 
quality care (American Medical Association Council on Scientific Affairs, 1996).  When 
the health care provider’s reaction to disclosure has been positive, patients have also 
reported feeling higher levels of trust and openness with their health care provider; the 
converse has been found for negative disclosure interactions (Barbara et al., 2001; Stein 
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& Bonuck, 2001; Stevens, 1994a; White & Dull, 1998; Williams-Barnard et al., 2001). 
Following negative disclosure interactions, patients may also feel less likely to 
communicate other information that the provider may need to make appropriate medical 
recommendations for fear of further rejection (DeHart, 2008; Johnson & Guenther, 1987; 
Klitzman & Greenberg, 2002; Stevens, 1994b).  
Quality of care refers to services provided by the health care provider, including 
giving accurate diagnoses, proper medical advice, appropriate education, and relevant 
recommendations based on the information shared. Patients have reported receiving more 
relevant medical advice and accurate education when the disclosure has been received 
positively (Boehmer & Case, 2004; Lehmann et al., 1998; Stein & Bonuck, 2001; 
Stevens, 1994a). When the disclosure interaction has been negatively received, patients 
commonly have reported receiving a psychological misdiagnosis for their physical 
ailment (DeHart, 2008; Stevens, 1994b), as well as reporting receiving less health 
education and advice than their heterosexual counterparts (Williams-Barnard et al., 
2001). Gay and lesbian patients have also reported that upon disclosing, health care 
providers offered unsolicited medical advice to “treat” their homosexuality, such as being 
offered an antidepressant, acupuncture, or other treatment to cure what the providers 
perceive to be a medical complaint (Tiemann et al., 1998). In addition, many gay men 
and lesbians have reported that the health care environment became dangerous or unsafe 
for them after disclosing, and that they had to end the visit and leave the situation for 
their physical security (Stevens, 1994b; Stevens & Hall, 1988). 
A single health care interaction is rarely a stand-alone event. Whether the visit is 
for preventive care or a specific presenting concern, treatment may require adhering to 
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medical advice, taking medication, harnessing family support, returning for follow-up 
visits, or visiting a recommended specialist. Continuity of care refers to how well all of 
these areas work together in producing positive health outcomes. Patients who have 
reported a positive disclosure interaction have reported higher adherence to treatment and 
medication protocols, and higher rates of return for follow-up visits or aftercare than 
those who reported a negative interaction (O'Hanlan, Cabaj, Schatz, Lock, & Nemrow, 
1997; Steele et al., 2006). These patients’ health care providers were more likely to 
involve the patient’s family and support system in delivering care, and they were also 
more likely to make appropriate referrals to other sources of care, when needed, than 
providers who reacted negatively to disclosure (Williams-Barnard et al., 2001). Patients 
who reported a negative disclosure interaction were less likely to follow the provider’s 
medical advice, take prescribed medication, or return for follow-up visits. If they did 
return, they might have done so only after a significant delay (Klitzman & Greenberg, 
2002; Stevens, 1994a; van Dam et al., 2001).     
The outcome of seeking care for one presenting concern will likely impact how an 
individual seeks care for another concern in the future. Patients who had a positive 
disclosure interaction have reported being more likely to engage the health care system 
for future preventive or specific care needs, whereas patients who had a negative 
interaction have reported delaying or avoiding care (Bergeron & Senn, 2003; White & 
Dull, 1998).  In addition, some gay and lesbian individuals have reported shunning the 
medical care environment altogether after negative disclosure interactions, instead relying 
on friends and family for care (Johnson & Guenther, 1987; Stevens, 1994b, 1998). In 
fact, one study found that 26% of the participants had used this strategy of relying on 
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friends and family (Eliason & Schope, 2001). Avoidance of medical care can be 
particularly dangerous for long-term chronic illnesses, such as heart disease, diabetes, 
depression, or arthritis, which tend to worsen when undetected and untreated (Stevens, 
1994a). 
Taken together, these studies suggest that disclosure of sexual orientation has a 
great impact on the health care of the gay or lesbian patient. However, the act of 
disclosing to health care professionals has received surprisingly little attention from 
researchers. For example, health researchers have relied on an inadequate 
operationalization and measurement of the construct of disclosure. As a result, we lack an 
adequate understanding of what factors comprise a disclosure interaction, how these 
factors might relate to one another, and which of these factors might influence positive or 
negative outcomes. Therefore, conceptual and measurement advances related to the 
construct of disclosure are warranted. Accurate measurement is necessary for researchers 
to gain a better understanding from a theoretical standpoint of what factors influence 
disclosure and, in turn, how disclosure influences health outcomes. In addition, accurate 
measurement may help practitioners better assess the impact of interventions, both pre- 
and post-disclosure, to facilitate better health outcomes and ameliorate heath disparities 
in lesbian and gay populations.  
 
History of the Construct of Disclosure 
To better inform the creation of a measure of sexual orientation disclosure to 
health care professionals, it is first necessary to understand how the construct of 
disclosure in general has been defined and observed over time and across various fields. 
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The study of disclosure in most fields originated in the 1970s. Previously, homosexuality 
was viewed and treated as a mental illness by the medical and psychological professions. 
Consequently, research focused on the “causes” and “treatment” of homosexuality 
(Phillips, Ingram, Smith, & Mindes, 2003). However, starting in the late 1950s, some 
researchers began to challenge this categorization, and subsequent research found the 
mental disorder classification invalid (e.g., Hooker, 1957). The second edition of the 
Diagnostic and Statistical Manual of Mental Disorders officially declassified 
homosexuality as a mental illness (American Psychiatric Association, 1973). This 
hallmark event laid the foundation for researchers to conceptualize homosexuality as 
normative and the development of a homosexual identity as a common process that gay 
individuals navigate. Since that time, disclosure of sexual orientation has been studied 
within many fields, most notably for this discussion, within psychology and medicine. 
In addition, disclosure has been examined from two foci: either general or 
context-specific disclosure. General disclosure research might examine disclosure across 
a number of people and contexts, or what makes up the content of a typical disclosure 
interaction. Context-specific disclosure research tends to focus on disclosure within a 
narrow arena, such as at work or with family members. Disclosure to health care 
providers is an example of context-specific disclosure. 
Psychologists have generally focused on the influence of identity development 
and environmental cues on general disclosure. Early theories describing the process of 
sexual orientation identity development conceptualized disclosure as a late-stage 
developmental task that served as an external measure of an identity-achieved status (e.g., 
Cass, 1979; Troiden, 1989). Being “out” to others was assumed to be influenced only by 
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an individual’s internal commitment to a gay or lesbian identity. However, as studies 
documented the influence of the environment on whether a person decided to “come out” 
to certain individuals, disclosure was identified as a separate and distinct phenomenon 
from being “out.” For example, Franke and Leary (1991) found that the perceived 
reception of disclosure was a more reliable predictor of disclosure than internal self-
acceptance of homosexuality; this phenomenon is known as “stigma management” and 
has been shown to heavily influence the decision to disclose. McCarn and Fassinger 
(1996), in articulating their model of lesbian identity development, explicitly stated that 
disclosure is tied to the external environment and is not a measure of identity 
development stage. Their model posits that disclosure may occur at any stage, if the 
individual has begun to experience awareness of a gay and lesbian identity and the 
environment is safe. Conversely, nondisclosure may occur at any stage given a 
threatening environment.  
Researchers also have begun to examine disclosure in different contexts, such as 
at home, work, and school (e.g., Griffith & Hebl, 2002; Harris & Bliss, 1998; Newman & 
Muzzonigro, 1993). More recently, studies have also examined lesbian and gay within-
group differences related to disclosure, and have found evidence that disclosure may 
differ by gender, age, ethnicity, membership in multiply oppressed groups, and adherence 
to cultural health beliefs (e.g., Chow & Cheng, 2010; Fassinger & Arseneau, 2007; 
Maguen, Floyd, Bakeman, Armistead, & Bakeman, 2002).  For example, Chow and 
Cheng (2010) examined the cultural role of shame on sexual orientation disclosure 
among lesbians coming out in Hong Kong and mainland China.  
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Within the fields of medicine and nursing, researchers have concentrated their 
examination on a type of context-specific disclosure, namely disclosure in health care 
settings. By focusing only on the health care setting, researchers have been able to 
identify and examine a number of unique aspects that apply to this type of disclosure, 
such as the influence of the patient-provider relationship on disclosure, or the effects of 
patient disclosure as it relates to health seeking behaviors. Research in these fields has 
greatly contributed to our understanding of the influence of disclosure on the health care 
interaction, and it has also identified many long-term physical and mental health 
consequences of both positive and negative interactions. These contributions were 
presented in previous sections. However, relating psychological concepts such as identity 
development and perception management to disclosure is rare in medical research. 
Investigators in these disciplines have tended to focus only on disclosure’s impact as it 
relates to the relationship between patient and provider, with the primary aim of 
providing information to health care providers on what facilitates disclosure (e.g., 
providing a list of improvements to make regarding office decorations, intake questions, 
staff conversations, etc.; Barbara et al., 2001; Eliason & Schope, 2001; Williams-Barnard 
et al., 2001).   
Review of the Measurement of General Disclosure. To inform the creation of a 
psychometrically sound instrument to measure disclosure to health care professionals, it 
is necessary to examine how general disclosure has been measured in previous studies 
across disciplines. In psychology, the way in which disclosure is measured has evolved as 
researchers have progressively uncovered the complexities associated with sexual 
identity development, disclosure, and the environment. As early theories made no 
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distinction between being “out” and disclosure, it was assumed that gay and lesbian 
individuals were either widely disclosed or widely undisclosed. As such, researchers 
measured outness and disclosure as if they were the same construct, with responses 
allowing for “out” or “not out.” Researchers then began to notice that disclosure occurs 
along a continuum. Typically, as gay individuals begin to disclose, they remain generally 
guarded about disclosing and open up to telling others slowly, gradually widening their 
circle of disclosure to include more people and contexts, until finally they label 
themselves as “out to everyone.” Scales reflected this by asking if the participant is out to 
none, some, most, or all (Schmitt & Kurdek, 1987). For example, in one study 
researchers asked participants to identify how open they were about their sexual 
orientation, with five response choices: (a) I work very hard to hide it, (b) I don’t want 
people to know, (c) I selectively tell people I trust, (d) I am not too worried about people 
knowing, and (e) I never hesitate to tell people (Franke & Leary, 1991).   
As the importance of the disclosure context was documented, scales began to 
further differentiate among several environments or groups of people to which gay men 
and women might disclose. Scales reflected the varying arenas of disclosure by asking if 
the participant is out to various groups, such as friends, family, or coworkers (Bradford et 
al., 1994; Jordan & Deluty, 1998; Shachar & Gilbert, 1983; Vincke & Bolton, 1994). A 
scale of this type is the Sexual Orientation Disclosure Scale (SODS, Miranda & Storms, 
1989), which asks participants to indicate the degree to which they have disclosed their 
sexual identity to individuals or groups of people. Each of the 15 items on the scale 
represents a person or group to which the participant may have disclosed, such as mother, 
grandparents, siblings, coworkers, new friends, neighbors, and bosses. Health care 
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providers are grouped with other professionals (“your doctor, lawyer, therapist, or other 
professionals you go to”) in one item on this measure. Respondents are asked to rate each 
person or group on a Likert-type scale, ranging from 1 (not out) to 7 (completely out).  
Psychometric testing showed that 7 of the 15 items met the criteria for Guttman scaling, 
meaning that participants reliably came out to some people in a certain order. The order, 
from most to least frequent is: new friends, gay people, friends from the past, siblings, 
mother, father, and bosses.  
 Most scales have articulated disclosure as a verbal act in which gay men and 
lesbians make statements about their sexual orientation to others. Some researchers have 
questioned this narrow conceptualization and have begun to include nonverbal, or 
behavioral aspects as a way to broaden the measurement of disclosure. Most noteworthy 
in this area is the work of Carroll and Gilroy (2000). To correct what the authors claimed 
to be a limitation in past research (i.e., defining disclosure narrowly as verbal disclosure), 
they developed the Behavioral Disclosure Questionnaire (BDQ). The BDQ consists of 31 
items that ask participants to rate the frequency with which they participate in a number 
of activities, using their current or most current relationship when applicable. Examples 
of behaviors include displaying photographs of one’s partner at work, wearing clothing 
with gay symbols, and subscribing to gay-themed publications. Responses range from 1 
(never true) to 5 (always true) on a Likert-type scale. Carroll and Gilroy analyzed data 
from 177 gay men and women using principal components factor analysis, and 6 factors 
were retained, accounting for 63% of the total variance: Out with Family/Friends, Out in 
General Public and at Work, Out Through Suggestive Conversations/Arts/Books, Out in 
the Gay Community, Out Through Gay Symbols, and Out Financially. The BDQ showed 
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low to high internal consistency, with alphas ranging from .66 to .94 on the six factors. 
The BDQ also showed construct validity, as it was positively correlated with verbal 
disclosure as measured with the SODS (r = .56, p < .01). However, the strength of the 
correlation suggests that behavioral disclosure is different enough from verbal disclosure 
to warrant measurement on its own.   
 
Review of the Measurement of Disclosure to Health Care Providers 
 Regarding research in the medical and nursing literatures, the focus has been on 
identifying variables that influence the process and outcomes of disclosure, and not on 
disclosure itself. As part of this study, I conducted a review of the literature published 
between 1988 and 2009 to identify studies that measured disclosure to health care 
providers. I utilized two article indexes (i.e., PsycInfo and MedLine) to identify relevant 
publications. Key word searches included “lesbian,” “gay,” “health,” “disclosure” and 
“patient.” The table of contents for journals that identified gay and lesbian health as a 
primary focus (e.g., Journal of Homosexuality, the Journal of the Gay and Lesbian 
Medical Association, Journal of Gay and Lesbian Social Services) yielded additional 
studies. Finally, I examined the reference sections of articles that included disclosure to 
health care providers as a focus.  
I identified a total of 12 studies that included a survey measure of disclosure. Of 
these, seven were from the medical literature (including 3 studies from the Journal of the 
Gay and Lesbian Medical Association, 1 from the Western Journal of Medicine, 1 from 
the Journal of Transcultural Nursing, 1 from Family Practice, and 1 from the Journal of 
Women’s Health), three were from the social sciences literature (1 each from the Journal 
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of Gay and Lesbian Social Services, the Journal of Homosexuality, and the Journal of 
Lesbian Studies), and two from a multidisciplinary publication (Women and Health). In 
all instances, I contacted the researchers in an attempt to obtain a copy of the actual 
measure. For seven of the twelve studies, actual measures were available and used for the 
review. For the remaining two, information on what was asked could be ascertained 
either by a direct report of the question(s) used, or via some description of the question(s) 
in the text. In the next section, I present the ways in which disclosure has been measured 
in these studies. 
Disclosure Measurement: Conceptual and Psychometric Aspects. A review of 
the literature suggests there is little consistency in how disclosure has been assessed 
across studies. Few researchers reported in detail how they defined or measured. In 
addition, no researchers reported that their measure was psychometrically developed and 
validated. Although there was no uniform or theoretically sound measure used across the 
identified studies, many researchers utilized similar questions to tap into the construct. A 
complete list of the measures included in this review is presented in Appendix A. 
All twelve studies reviewed utilized single-item investigator-designed measures: 6 
used one single-item measure (Cochran & Mays, 1988; DeHart, 2008; Eliason & Schope, 
2001; Klitzman & Greenberg, 2002; Martinson et al., 1996; Polek, Hardie, & Crowley, 
2008), 5 used two single-item measures (Bergeron & Senn, 2003; Lehmann et al., 1998; 
Steele et al., 2006; Stein & Bonuck, 2001; van Dam et al., 2001), and 1 used four single-
item measures (White & Dull, 1998).  Each measure tapped into one or more of four 
aspects of the disclosure interaction, which for the purposes of this review are labeled 
Disclosure-Presence, Disclosure-Initiation, Disclosure-Means, and Disclosure-
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Acknowledgement. Of the 20 items asked across all 12 studies, 13 assessed a single 
aspect of the disclosure interaction, 5 assessed two aspects, and 2 assessed three aspects.  
Disclosure-Presence. Six measures assessed disclosure in a very general way 
with questions asking whether or not disclosure occurred. In these measures, disclosure 
was not defined for participants, and with one exception, the researchers appeared to have 
made an underlying assumption that disclosure is either entirely present or entirely 
absent. Lehmann, Lehmann, and Kelly (1998) asked “Have you ‘come out’ to your health 
care provider?”. Participants were asked to respond with “yes” or “no.” Four studies 
measured the presence or absence of disclosure across multiple health care providers by 
asking participants to indicate how many health care providers had been disclosed to. 
Martinson, Fisher, and DeLapp (1996) and Bergeron and Senn (2003) asked participants 
how many providers knew their sexual orientation or were disclosed to, respectively, and 
provided a blank space for participants to write in a number. Van Dam, Koh, and Dibble 
(2001) asked participants, “How often have your previous health care providers known 
your sexual orientation?” and gave the response choices of “never,” “sometimes,” “most 
of the time,” and “always.” White and Dull (1998) asked participants if they were out to 
all of their health care providers, out to some, out to their primary care provider only, or 
out to none. The exception to the entirely present-or-absent assumption among 
Disclosure-Presence measures is a measure created by White and Dull that asked 
participants “How open are you to your primary health care provider about your sexual 
orientation (p. 98)” and provided a Likert-type scale with responses ranging from 1 (not 
at all) to 5 (very much).    
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Disclosure-Initiation. Initiation of the disclosure interaction may come from the 
patient or the health care provider, and may occur through verbal or nonverbal 
communication. Six measures assessed this aspect in some way. Three measures inquired 
if the health care provider asked verbally about the patient’s orientation and provided yes 
or no response choices (Lehmann et al., 1998; Steele et al., 2006; Stein & Bonuck, 2001). 
Another two measures asked participants to identify if they said something first or if the 
provider did (Bergeron & Senn, 2003; White & Dull, 1998). Finally, van Dam et al. 
(2001) asked “How did your providers learn your sexual orientation?” and gave response 
choices that included “Assumed correctly,” “Asked in writing,” “Provider/staff asked 
verbally,” and “Offered without being asked.” 
Disclosure-Means. Disclosure-Means is a broad category that includes whether 
the patient disclosed by verbal or nonverbal means. Verbal means are when the item’s 
stem or response choices indicate that a verbal statement was made regarding the 
patient’s sexual orientation. Nine measures assessed verbal means of disclosure. Three of 
these asked simply “Have you told” your provider with yes or no response choices 
(Klitzman & Greenberg, 2002; Steele et al., 2006; Stein & Bonuck, 2001). DeHart (2008) 
posed a similar question but asked about many health care providers: “I tell health care 
providers about my sexual orientation,” utilizing a 5-point scale ranging from 1 (not at 
all) to 5 (very much).Bergeron and Senn (2003) asked “Have you told” your provider, 
and provided 6 response choices which all convey verbal disclosure (e.g., “Yes, I 
volunteered the information…;” “Yes, I told…when asked;” “I was asked, but I did not 
reveal…”; “No, I have not told”). Similarly, Polek et al. (2008) asked “Have you told” 
and provided 5 response choices, 4 of which involve verbal disclosure (“Yes, I 
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volunteered the information…;” “Yes, but only after she or he asked me;” “No, but I 
would tell if asked;” and “No, I would not tell even if asked”). The remaining three 
measures tapped into the verbal means aspect as part of the response choices, including “I 
offered without being asked” (van Dam et al., 2001), “physician knows and topic has 
been discussed” (Cochran & Mays, 1988), and “directly telling a health care provider 
about one’s sexuality” (Eliason & Schope, 2001). 
Nonverbal means of disclosure refer to disclosure that may have taken place in 
the absence of verbal statements. Of the five measures that assessed nonverbal means, 
each did so only through one response choice in a measure that also tapped other aspects. 
Response choices included “physician knows but topic not actually discussed” (Cochran 
& Mays, 1988), providers “asked in writing” (van Dam et al., 2001), “I never said 
anything but I think they all know” (White & Dull, 1998), and “I assume she or he 
knows” (Polek et al., 2008). Eliason and Schope (2001) include passive behaviors such as 
“assuming the health provider knew” or “avoiding questions about sexuality” in two of 
the four response choices.   
Disclosure-Acknowledgement. Acknowledgement refers to parts of the disclosure 
interaction after the health care provider knows a patient is gay or lesbian. This may 
include assessing whether the disclosure was reflected verbally by the health care 
provider, or assessing patients’ perceptions regarding how the information was received 
by the health care provider. Two of the measures tapped into this aspect. White and Dull 
(1998) asked “How comfortable was your discussion when your primary health care 
provider learned about your sexual orientation?” and provided a 5-point Likert-type scale 
ranging from 1 (not at all comfortable) to 5 (extremely comfortable). One additional 
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measure provided a response choice of “physician knows and topic has been discussed,” 
indicating that acknowledgment occurred as part of the disclosure interaction (Cochran & 
Mays, 1988).    
In summary, previous researchers have asked questions about disclosure, but 
lacked a psychometrically developed and validated scale to measure the construct. A 
major limitation of current measures is the lack of sophistication in the conceptualization 
and operationalization of the construct of disclosure. Development of a scale that is 
psychometrically sound is the first step in determining the impact of disclosure on health 
care interactions and the possible influence on the health seeking behaviors and health 
outcomes of gay and lesbian individuals.   
 
The Draft Preliminary Multidimensional Disclosure to  
Health Care Providers Scale (MD-HCPS) 
Theory and research support the need for a scale that reflects greater complexity 
and measures multiple dimensions of the disclosure construct, including the way in which 
disclosure is initiated, the type of verbal and behavioral information provided during a 
disclosure interaction, as well as the ways in which disclosure information is 
acknowledged. In preparation for the current study, I conducted an exploratory study to 
develop a preliminary scale of disclosure to health care providers (Jamison, 2007). Based 
on the results of a review of previous measures of disclosure, I hypothesized four 
dimensions of disclosure: disclosure initiation, verbal disclosure, behavioral disclosure, 
and acknowledgment of disclosure.  
Development of the draft preliminary MD-HCPS. Item construction was 
carried out according to guidelines set by experts in scale development (e.g., Clark & 
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Watson, 1995; DeVellis, 1991) and health measurement (e.g., Aday, 1996; Streiner & 
Norman, 2003). Specifically, I conducted three focus groups were conducted in urban, 
rural, and mid-sized city settings in the U.S. Midwest to elicit data from 27 gay men and 
women. Focus group questions were designed to gather a variety of experiences and 
opinions from which to generate an initial pool of items. Item development was also 
governed by findings from the extant literature on verbal, behavioral, and health care 
provider disclosure.  
I generated twenty-three themes from the focus groups and literature, and used the 
themes as the basis for constructing scale questions. Whenever possible, “in vivo codes” 
(exact phrasings used by individuals in at least two focus groups; e.g., disclosing only on 
a “need to know” basis) were incorporated into the items (Strauss & Corbin, 1990). Often 
the same theme was the topic of several items to ensure construct saturation. For 
example, the theme of anxiety was captured the following ways: “I feel anxious when I 
think about disclosing,” “Disclosing my sexual orientation makes me nervous,” and 
“Thinking about coming out to health care providers brings up anxiety for me.” Item 
construction continued until the data yielded no more possible items. In this way, 547 
items were written.  
I then sorted items into dimensions. During this process, two experts in scale 
construction were consulted to obtain feedback on the sorting procedure, along with their 
impressions of the preliminary groupings. The proposed dimensions of Initiation of 
Disclosure (ID), Verbal Disclosure (VD), Behavioral Disclosure (BD), and 
Acknowledgment of Disclosure (AD) were used as guides in the sorting process. Items 
not belonging to any of these dimensions were set aside and examined after the sort to 
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determine if other dimensions were emerging from the data. Many items that referred to 
general attitudes or beliefs about disclosing to health care providers did not fit into the 
hypothesized dimensions. Therefore, a new dimension called Disclosure Attitudes and 
Beliefs (DAB) was created. 
Once all items had been sorted, they were examined within the framework of each 
dimension. The purpose of this examination was to reduce the number of items by 
removing duplicates and combining similar items. For Disclosure Attitudes and Beliefs, 
Initiation of Disclosure, and Acknowledgment of Disclosure, this created dimensions that 
included 21-42 items, where the items provided a thorough representation of the 
construct. Items for the remaining two dimensions, Verbal Disclosure and Behavioral 
Disclosure, did not provide the same representation. Verbal Disclosure was comprised of 
8 items, Behavioral Disclosure had 3 items, and there were an additional 6 items that 
described the communication of sexual orientation information but that did not fit neatly 
into either the verbal or behavioral dimensions (e.g., “I have indicated on intake forms I 
was gay;” “I was not sure how a health care provider knew I was gay”). Therefore, these 
17 items were combined into a new dimension called Disclosure Communication (DC), 
which seemed to better capture the data.  
The resulting draft of the MD-HCPS consisted of 108 items and 4 dimensions: 
Disclosure Attitutdes and Beliefs (DAB), Initiation of Disclosure (ID), Disclosure 
Communication (DC), and Acknowledgment of Disclosure (AD). Response choices were 
selected for each dimension after consulting a scale construction expert and the literature 
on scale construction. Subsequently, instructions for each section were written. The draft 
scale was then presented to 11 experts from various domains in order to obtain feedback 
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regarding the comprehensiveness, clarity, wording, and construction of the scale. Experts 
were chosen from a variety of fields, and included counseling psychologists, counseling 
psychology doctoral students, LGBT researchers, and health care providers. Different 
types of feedback were elicited from each type of expert based on their area of expertise. 
For example, the health care providers were asked their opinions about the ability of the 
scale to measure all aspects of the health care interaction that might influence the 
disclosure interaction.  
In addition to expert review, subsamples of participants from each focus group 
were invited to comment on the draft scale. Ten of the 27 original participants were 
contacted, and all 10 agreed to participate. Follow up groups were conducted 5-6 months 
after the initial focus groups. Participants were invited to complete the draft MD-HCPS, 
with instructions to note particular items or sections that they thought were poorly 
worded or confusing, along with items they found especially reflective of their 
experiences. They were also asked to think of experiences they had had that were not 
represented in the scale. When all participants had completed this task, I used a semi-
structured interview guide to elicit feedback on the scale’s instructions, items, and 
response choices. 
To help ascertain the construct validity of the four dimensions of disclosure, 3 
counseling psychology students (two who identified as heterosexual, and one who 
identified as a gay male) participated in a sorting exercise. All items were printed on 
index cards with the stem on the front and the hypothesized dimension on the reverse; 
these were then placed in a random order. I met with each student individually, given a 
deck of the items and a general description of each dimension, and asked to sort the items 
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into one of the four dimensions. Once the sorting was complete, students were asked to 
share their opinions on any items that did not sort into the hypothesized dimension. 
Feedback from the expert reviews, peer reviews, and the card sort exercise was evaluated 
and appropriate revisions were incorporated into the preliminary scale. Many items were 
rewritten, several were deleted, and 11 items were added to the scale, resulting in a draft 
scale of 119 items.  
The Draft Preliminary MD-HCPS. The draft preliminary MD-HCPS is 
designed to capture the range of attitudes, experiences, and emotions related to disclosing 
a gay or lesbian sexual orientation to health care providers. It is appropriate for use with 
individuals who identify as same-gender loving. It is not appropriate for use with 
individuals who identify as bisexual or transgender, or for individuals who are HIV 
positive. A readability analysis of the scale generated a Flesch-Kincaid Grade Level of 
9.1. The draft preliminary MD-HCPS is comprised of 119 items in four subscales: 
Disclosure Attitudes and Beliefs (DAB), Initiation of Disclosure (ID), Disclosure 
Communication (DC), and Acknowledgment of Disclosure (AD). The full draft 
preliminary MD-HCPS is shown in Appendix B. 
Disclosure Attitudes and Beliefs (DAB). The DAB is a 35-item subscale designed 
to measure internal thinking and feeling states outside of any specific disclosure 
interaction the participants may have had. It includes statements that ask about 
hypothetical interactions with health care providers and general statements about 
disclosure or the health care system. Sample items include “My sexual orientation is not 
always relevant to my health care visit,” “It is easy to find a GLBT-friendly health care 
provider where I live,” and “By disclosing my sexual orientation, I can speak more freely 
 40 
with my health care providers.” Response choices range from 1 (strongly disagree) to 7 
(strongly agree) on a 7-point scale. Higher scores indicate attitudes and beliefs more 
inclined to disclosure. Items 2, 4, 5, 8, 10, 11, 12, 13, 14, 15, 19, 23, 25, 26, 27, 28, 29, 
30, 31, 33, and 34 are reverse-scored. 
Initiation of Disclosure (ID). The ID subscale consists of 26 items that ask 
patients about their previous health care interactions with the assumption that the 
disclosure has not yet occurred. Items are designed to capture many different precursors 
to disclosure, including how disclosure may be prompted, hindered, or discouraged. 
Items are also written to reflect that initiation may be triggered by the patient, the health 
care provider, or by something in the environment. Sample items include “A health care 
provider has asked me about birth control or chance of pregnancy,” “Intake forms at a 
health care provider’s office have asked about my sexual orientation,” and “I have sought 
health care about a presenting concern that was directly related to my sexuality or sexual 
behavior.” Response choices range from 1 (very false) to 5 (very true) on a 5-point scale. 
Items 3, 4, 9, 22, 24, and 35 are reverse-scored. Higher scores indicate more instances 
where disclosure could be initiated. 
Disclosure Communication (DC). The DC subscale includes 17 items. The DC 
scale measures the many different ways that patients may have communicated sexual 
orientation information to their health care provider, including ways that they may have 
kept this information hidden. This subscale only measures patient-to-provider 
communication, and includes communication by verbal, behavioral, and other means. 
Items include “I have told a health care provider I was ‘gay,’ ‘lesbian,’ or ‘queer’ to 
communicate my sexual orientation,” “During a visit, my partner and I have acted like we 
 41 
do in any other setting,” and “I have lied to a health care provider to avoid disclosing my 
sexual orientation.” Response choices range from 1 (very false) to 5 (very true) on a 5-
point Likert-type scale. Higher scores indicate more communication of sexual orientation. 
Items 5, 6, 7, 8, 9, 10, 14, 16, and 17 are reverse-scored. 
Acknowledgment of Disclosure (AD). The AD subscale includes 41 items. As 
with the ID and DC subscales, the AD subscale only asks about actual events that have 
occurred. It is assumed at this point that information regarding the patient’s sexual 
orientation has been communicated to the health care provider, and this subscale includes 
questions about the health care provider’s and the patient’s reaction to the disclosure 
interaction. If individuals have reported no previous disclosure communication, they skip 
this section. Items include “A health care provider has gotten nervous when I disclosed,” 
“After I disclosed my sexual orientation, a health care provider wouldn’t treat me unless I 
got an AIDS test,” and “I have left a health care visit feeling good about the disclosure.” 
Each item has two response sets. The first set is related to frequency, and asks if the 
situation has ever happened; respondents are asked to check “yes” or “no.” If the 
response is yes, then individuals are asked to fill out the second response set which 
inquires about the affective component of each item. Five response choices range from 1 
(bothered me greatly) to 5 (helped me greatly).  
 
Purpose of the Study 
This purpose of the current study is to conduct psychometric and validation 
testing of the draft preliminary MD-HCPS. Currently, the measure contains 119 items 
and takes approximately 25 minutes to fill out. To reduce the length of the MD-HCPS 
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and ensure it will be ready for widespread use, it is necessary to administer the scale to 
several hundred gay men and women in order to conduct the statistical analyses needed 
for psychometric validation of the MD-HCPS. Although reaching “invisible” and 
“decentralized” populations in these numbers is difficult, newer data collection methods 
using the internet have been developed and are suitable for such a study (J. Epstein & 
Klinkenberg, 2002; Koch & Emrey, 2001). Concerns about Internet sampling biases 
skewing toward non-Latino White, younger, educated, and wealthy participants (e.g., 
Granello & Wheaton, 2004) are lessening as more individuals gain access to this 
technology. Consumer researchers estimated in 2006 that 77% of all U.S. adults have 
online access, and 24% of all adults online are members of an ethnic or racial minority 
group (compared to 25% of the total adult population), 30% are over 50 (compared to 
37% of all adults), 39% have an education level of high school or less (compared to 47% 
of all adults), and 14% have a household income under $25,000 (compared to 19% of all 
adults) (Harris Interactive, 2006). Consumer researchers also have asserted that higher 
percentages of the gay and lesbian population are online, and that they spend more time 
online, as compared to their heterosexual counterparts (Greenspan, 2003, 2004). In 
addition, data gathered using the internet have been shown to be similar to those gathered 
using traditional paper-and-pencil methods (Gosling, Vazire, Srivastava, & John, 2004). 
Utilizing the internet for data collection in this study allowed for the recruitment of a 
more diverse national sample of gay men and women across the U.S.  
From the data collected, individual items were evaluated in order to identify the 
most appropriate ones for inclusion in the final scale in order to optimize scale length. 
Item analysis and exploratory factor analysis were conducted to help reveal the 
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underlying dimensions of the items in the scale. These analyses were undertaken to 
examine the psychometric properties of the measure, as we as to obtain validation for the 
hypothetical multidimensional nature of the construct. With appropriate psychometric 
testing and further refinement, the scale has the potential to contribute to the theoretical 
and practical advancement of gay and lesbian healthcare.  
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Chapter 3 
Methodology 
This section presents a description of the participants in the study, including 
inclusion and exclusion criteria. An explanation of the measures utilized in data 
collection follows. Finally, a description of the data analyses is presented. 
 
Participants 
I made attempts to obtain a diverse sample of participants with respect to age, 
gender, ethnicity, socioeconomic status, urban/rural residence, and healthcare utilization 
within the context of the inclusion and exclusion criteria. Only men and women over the 
age of 18 who identified as same-gender-loving and who reported only same-sex sexual 
behavior and relationships for the previous 12 months were included. In addition, 
participants were included if they were HIV-negative or did not know their HIV status. In 
a previous study, HIV-positive individuals reported that when they thought of previous 
health care interactions, they were unable to separate disclosure of their HIV status from 
disclosure of their sexual orientation (Jamison, 2007). There seems to be a qualitative 
difference in the health care experiences of HIV-positive gay individuals that this scale 
was not designed to capture. For this reason, HIV-positive participants were excluded 
from the study.  
In addition, individuals identifying as bisexual or transgender were excluded from 
the study due to several factors. First, medical guidelines concerning care for bisexual 
and transgender patients can differ substantially from guidelines concerning care for 
lesbians and gay men (Dean et al., 2000; Lawrence, 2007; Oswalt, 2009). In addition, 
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bisexual identity development and disclosure of bisexuality may operate differently from 
gay and lesbian identity development and disclosure. Not enough research has been 
conducted in this area to suggest that the processes are the same for bisexual individuals 
as compared to gay and lesbian men and women (Oswalt, 2009).  
A total of 837 individuals filled out the survey. Respondents lived in all 50 U.S. 
states; a map showing the geographic diversity of respondents is shown in Figure 2. Each 
circle on the map represents a zip code of at least one participant. Alaska and Hawaii are 
not represented in this map; 11 participants responded from these states. A total of 134 
surveys were excluded from data analysis: 33 from men and women who indicated they 
were HIV positive, 26 from individuals who identified as transgender, 73 from people 
who identified as bisexual, and 2 from participants who identified as heterosexual. An 
additional 5 people were excluded for identifying some other non-same-gender sexual 
preference (e.g., attracted to transgender men), as were 29 respondents who indicated 
they had engaged in opposite-sex sexual behavior or relationships in the past 12 months. 
This reduced the sample to 669 participants. The data were then examined for duplicates 
by identifying participants who responded with the same zip code, age, income, 
education level, and employment. Five possible duplicates were identified; further 
examination of level-of-outness, acknowledgement experiences, gender, and sexual 
orientation variables determined that 2 data sets were duplicates and the second sets were 
removed from further analyses. Therefore, a total of 667 participants were retained for 
analysis.  
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Figure 2. Geographic diversity of respondents. Each data point represents a zip code of at 
least one participant. The larger the data point, the more participants responded from that 
zip code. Hawaii and Alaska are not shown. 
 
 
Measures 
 Sociodemographic questionnaire. Participants filled out a 25-question 
sociodemographic questionnaire (see Appendix C). Questions covered by the 
questionnaire assessed age, gender, racial and ethnic background, partnership status, 
occupation, income, education, sexual orientation, health care access, and comfort level 
discussing issues with primary health care providers. Sexual orientation is a complex 
variable; therefore, the assessment of several aspects of sexual orientation is 
recommended (Chung & Katayama, 1996). For this study, sexual orientation was 
assessed along four dimensions: self-label, sexual behavior, relationship behavior, and 
sexual attraction. Each dimension includes a range of responses from 1 (opposite gender 
only) to 5 (same gender only). Two additional questions related to sexual orientation 
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assessed desire to change sexual orientation and level of outness to different individuals. 
Desire to change sexual orientation ranged from 1 (strongly agree) to 5 (strongly 
disagree); level of outness ranged from 1 (not at all out) to 5 (completely out). Higher 
scores indicate more comfort with sexual orientation and higher degrees of outness, 
respectively.  
 Draft Preliminary MD-HCPS. A full description of the MD-HCPS is presented 
beginning on page 35 of this manuscript. The preliminary MD-HCPS is designed to 
capture the range of attitudes, experiences, and emotions related to disclosing a gay or 
lesbian sexual orientation to health care providers. It is appropriate for use with 
individuals who identify as same-sex loving. It is not appropriate for use with individuals 
who identify as bisexual or transgender, or for individuals who are HIV positive. The 
scale is grounded in theory, and was developed using feedback from gay and lesbian 
individuals, as well as measurement, health, and sexual orientation experts. The draft 
preliminary MD-HCPS is comprised of 119 items in four subscales: Disclosure Attitudes 
and Beliefs (DAB), Initiation of Disclosure (ID), Disclosure Communication (DC), and 
Acknowledgment of Disclosure (AD). The full preliminary MD-HCPS is included in 
Appendix B. 
 
Procedure 
 Institutional Review Board approval was obtained for this study. I followed 
guidelines suggested by Riggle, Rostosky, and Reedy (2005) for conducting online 
survey research with GLBT participants. I ensured that recruitment efforts were 
conducted in accordance with established university, counseling psychology, and gay and 
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lesbian research guidelines (Goodwin, 1996; Kazdin, 1998; Meezan & Martin, 2003; 
Morgan, Krueger, & King, 1998; Morrow & Smith, 2000; Rothblum, Factor, & Aaron, 
2002). Obtaining a representative sample of gay men and women in the United States 
was not possible due to the fact that demographic data on this population are not known. 
The sampling method most commonly used in studies on gay men and women is 
convenience and snowball sampling (Phillips et al., 2003), which was the sampling 
method used in this study.  
I recruited participants through Internet and e-mail announcements, by word of 
mouth, and by announcements posted in businesses and centers that serve gay men and 
lesbians in several urban centers in the United States. Although the terms “gay” and 
“lesbian” are used throughout this manuscript to signify same-sex-loving individuals, 
other terms that are popular in the gay community were used in the recruitment of 
participants. Individuals who identified as gay, lesbian, queer, men who have sex with 
men (MSM), men who partner with men (MPM), women who have sex with women 
(WSW) and women who partner with women (WPW) were invited to participate in this 
investigation. I forwarded an e-mail to my personal and professional networks 
announcing the study and inviting participants to visit the study website. Each recipient 
of the announcement was encouraged to forward the announcement on to his or her own 
personal and professional networks. In addition, I provided the leaders or contact people 
of over 300 organizations that serve gay and lesbian populations with the survey 
announcement. I made special efforts to identify and contact organizations serving gay 
men and women from racial and ethnic minority groups, older individuals, religious 
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minorities, and participants from lower socioeconomic backgrounds. The full list of 
organizations I contacted is presented in Appendix D.  
In every case, each potential participant was directed by the survey announcement 
toward a website (https://webtools.uiuc.edu/survey/Secure?id=755190) that contained the 
study materials. The first screen on the website provided an informed consent statement 
regarding participants’ rights as human subjects.  Participants who gave their consent 
were then directed to the first page of the survey. The survey took approximately 30-40 
minutes to complete. Upon completion, participants were directed to an exit debriefing 
screen, thanking them for their time and listing a number of general and health care 
resources for gay and lesbian individuals. Both the informed consent and exit debriefing 
information are presented in Appendix E. To protect participants’ confidentiality, data 
were collected using a survey designed with the University of Illinois' Webservices with 
"public" security settings, which means the IP addresses of computers used to access the 
survey were not recorded. All surveys were submitted anonymously over a https secure 
website. In addition, participants had the choice of entering their contact information into 
a separate database for one of ten cash prizes of $25. Just over half (n = 428, 51.14%) of 
survey respondents entered this drawing. At the conclusion of data collection, I drew 10 
names at random and notified the winners by e-mail. I sent a money order for $25 to the 
address they confirmed. 
 
Analyses 
All individuals who wished to take the survey were allowed to do so. Prior to 
conducting the analyses, however, I examined all data to identify participants who were 
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under 18, HIV-positive, identified as bisexual or transgender, or who reported anything 
other than exclusively same-sex behavior or relationships in the previous 12 months. 
Their data were excluded from calculating sample characteristics, as well as from the 
psychometric and validation analyses. 
In order to conduct statistical analyses, I made a decision, in consultation with an 
expert in educational measurement, to analyze each of the preliminary draft MD-HCPS 
subscales separately. This was necessary because different subscales used different 
response choice sets and therefore could not be averaged across subscales. In addition, 
the subscales were developed based on the conceptualization that each subscale was a 
distinctly different component of disclosure. Once the data had been examined for 
unsuitable surveys, I performed a number of item analyses to identify and eliminate any 
MD-HCPS items that performed poorly, using guidelines set by Clark and Watson 
(1995). This included looking for substantially unbalanced frequencies on any items. For 
example, if 80% of all respondents responded strongly toward one end of the responses 
(e.g., “agree and strongly agree” or “disagree and strongly disagree”) the item was 
considered for removal.  Skewness, kurtosis, and variability for all items were calculated 
and examined, and poorly performing items were removed.  
Item-total and inter-item biserial correlations were then performed to examine the 
scale items for redundancy or lack of association. Items with low item-total correlations 
were not considered discriminating items and therefore were not deemed significant 
contributors to the overall scale. If these items also exhibited low inter-item correlations, 
they were removed from the scale. Conversely, unusually high inter-item correlations 
represented potentially redundant items; such items were examined to determine if they 
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were measuring the same content. If so, then a decision was made to combine them or 
eliminate them from the scale.  
Next, item analyses were combined with the correlational studies to result in a 
further reduction of items. For example, I removed items with high kurtosis, low 
variance, and low correlations with other items. When the psychometric results from 
several analyses indicated that an item performed poorly, the item was discarded. In each 
case, I made judgments after considering the statistical information in light of the 
construct-relevant information that the item contributed (Clark and Watson, 1995). It was 
important for me to take into consideration the sample characteristics when making these 
decisions, as an item may be more discriminating when used with a sample that differs 
from the one in this study.  
After eliminating poorly performing items, I conducted an exploratory factor 
analysis on each subscale. Exploratory factor analysis describes a set of statistical 
techniques used to identify latent factors that explain the covariation among a set of 
measured variables (Tinsley & Tinsley, 1987). The specification equation states that “a 
variable’s variance is due to (a) variance common to other variables (i.e., communality), 
(b) variance specific to the variable (i.e., reliable variance independent from other 
variables in the analysis), and (c) random measurement error” (Kahn, 2006), or: 
xi = µi + li1F1 + … + likFk + εi 
Factor analytic techniques provide estimates for each item’s factor loading (l). To prepare 
each subscale for factor analysis, I used principal components analysis to generate an 
initial estimate of the number of factors. The unrotated initial factor solution included all 
factors with eigenvalues greater than 1.00.  I examined the scree plot to estimate a 
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number of factors for the principal axis factoring. In addition, information provided by 
the scree plot was augmented by conducting a parallel analysis (Reise, Waller, & 
Comrey, 2000). Using principal axis factoring, I then specified the number of 
components to produce a factor solution that is simpler to understand and interpret while 
structuring the variables into theoretically meaningful dimensions (Kim & Mueller, 
1978). In examining the results, I excluded items with a factor loading of less than .35 or 
with a cross-loading greater than .25 and reanalyzed the remaining items.  
In this way, a final factor solution was produced. I examined items in each factor 
for their common theme and named each factor. This process resulted in the format of the 
final preliminary MD-HCPS. Finally, I calculated coefficient alphas for each of the 
factors as well as for the whole scale. In addition, I calculated correlations for the 
subscales and factors. 
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Chapter 4 
Results 
The results of the study are detailed in this chapter, including participant 
characteristics and the MD-HCPS item and factor analyses. All data were analyzed using 
SPSS software, version 15.0 (SPSS Inc., Chicago, Illinois).  
 
Characteristics of the Participants 
Characteristics of the sample are presented in this section, including participant 
demographics, sexual orientation-related attributes, and health care-related 
characteristics. Where appropriate, means and standard deviations are presented; 
otherwise, frequency and percentages appear.   
As Table 1 shows, slightly more than half of the participants were female and four 
participants identified their gender as “other,” such as genderqueer. Participants’ ages 
ranged from 18 to 82 years (M = 40.8; SD = 14.9). A majority of the participants were 
non-Hispanic White, followed by Asian, biracial/multiracial, Black, and Native 
American. Several participants also identified a Hispanic ethnicity. This included 
individuals of Mexican (2.2%), Puerto Rican (.4%), and of other Hispanic origin (1.5%).  
About a third of the participants reported they were currently single, another third 
reported cohabitating, and one-fifth were in a formalized partnership. Formal education 
levels ranged from less than high school diploma to advanced degrees. However, as a 
whole, participants had high levels of formal education, with just over three-fourths 
reporting a B.A. degree or higher. Annual incomes ranged from less than $5,000 a year to 
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above $100,000 a year (M = $43,503, SD = $15,239). Half of the participants were 
employed full-time, almost one-fifth were students and one in ten were retired. 
Table 1 
 
Demographic Characteristics of Participants 
 
Variable N %  
Gender 
               Male 
               Female 
               Other 
 
288 
371 
4 
 
43.24 
55.56 
.58 
 
Age 
              18-19 
20-29 
              30-39 
              40-49 
              50-59 
              60-69 
70-79 
80-82 
17 
162 
140 
128 
95 
55 
22 
3 
2.73 
26.05 
22.51 
20.58 
15.27 
8.84 
3.54 
.48 
 
Ethnicity 
               Hispanic 
               Not Hispanic 
28 
639 
4.24 
95.76 
 
Racial Identification 
               Asian       
               Native American 
               Black 
               Native Hawaiian/PI 
               White 
               Biracial/Multiracial 
               Other 
 
32 
5 
17 
3 
557 
28 
7 
 
4.80 
.75 
2.55 
.45 
83.51 
4.20 
1.05 
 
Partnership Status 
               Single 
In a relationship, not living together 
               Cohabitating 
               Formalized partnership 
Divorced/separated 
Widowed 
230 
14 
204 
145 
50 
14 
34.51 
2.14 
30.58 
21.69 
7.52 
2.11 
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Table 1 (continued) 
 
  
 
  
 
  
Variable N %  
Education 
               9-12 grade 
               High school graduate 
               Some college 
               Associate’s degree 
               Bachelor’s degree 
               Advanced degree 
2 
18 
102 
30 
194 
320 
.34 
2.78 
15.33 
4.46 
29.08 
48.02 
 
 
Personal Annual Income (2008) 
              0-19,999 
              20,000-39,999 
              40,000-59,999 
              60,000-79,999 
              80,000-99,999 
              100,000 or more 
 
166 
159 
156 
89 
32 
46 
 
24.86 
23.82 
23.41 
13.34 
4.83 
6.92 
 
Employment Status 
Full time paid 
Part time paid 
Self-employed 
Unemployed, looking for work 
Unable to work due to long term illness or 
disability 
 Full time student 
Retired 
 
360 
42 
47 
8 
13       
 
122 
72 
 
54.01 
6.29 
7.03 
1.19 
1.94 
 
18.27 
10.83 
 
    
Sexual orientation was assessed through self-label, sexual behavior, relationship 
behavior, and sexual attraction. Regarding self-label, every participant identified as same-
sex-loving; this included the labels of gay, lesbian, and queer (same-sex only). In terms 
of sexual behavior, most participants (n = 581) reported exclusive same-sex sexual 
behavior in the previous 12 months; the remaining participants (n = 83) reported no 
sexual activity in the preceding year. Regarding relationship behavior in the previous 12 
months, most (n = 572) reported being involved only in same-sex relationships; others (n 
= 92) reported no relationships. Finally, in terms of sexual attraction, the majority 
reported feeling attracted to same-sex individuals only. Some participants reported 
feeling more attracted to same-sex individuals than other-sex individuals.   
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In addition to sexual orientation, participants were assessed along several other 
related characteristics including identifiability and comfort level with sexuality. 
Participant’s level of outness was assessed with the Sexual Orientation Disclosure Scale  
(SODS, Miranda & Storms, 1989). Details of these variables can be found in Tables 2 
and 3. Overall, in terms of identifiability, a few participants felt strangers would “always” 
be able to tell they were gay only by their appearance and demeanor. About one fifth felt 
they were “often” identifiable. Most felt they were “sometimes” or “rarely” identifiable 
as gay or lesbian, and several felt that strangers were “never” able to tell they were gay. 
Participants reported high levels of comfort with their sexuality. In terms of outness, 
participants were most out to their GLBT friends, followed by their siblings, mother, 
father, heterosexual friends, coworkers, primary health care provider, extended family, 
and all health care providers.   
 
Table 2 
 
Distribution of Identifiability Variable  
 
 N % 
Never 
Rarely 
Sometimes 
Often 
Always 
49 
207 
247 
133 
27 
7.32 
31.04 
37.03 
19.88 
4.02 
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Table 3 
 
Sexual Orientation Characteristics of Participants  
 
Variable M SD  
I would change my sexual 
orientation if I could 3.32 1.05 
 
Level of outness 
               Mother 
               Father 
               Sibling(s) 
               Extended family 
               Coworkers 
               GLBT friends 
               Heterosexual friends 
Primary HCP 
All HCPs 
 
4.67 
4.50 
4.70 
3.77 
4.16 
4.95 
4.49 
4.12 
3.54 
 
.96 
1.16 
.85 
1.32 
1.17 
.34 
.92 
1.42 
1.35 
 
 
Table 4 highlights demographic information relating to participants’ health and 
health care. Most participants reported having private health insurance. The remaining 
participants had Medicare, Medicaid, or no health insurance. Most participants reported 
having a usual source of care to access when needed. In terms of health status, most felt it 
was “very good” or “good,” followed in popularity by “excellent,” “fair,” and “poor.” 
Most participants had seen a health care provider 1-3 times or 4-6 times in the previous 
12 months. Participants were out in greater numbers to their primary health care provider 
than to health care providers in general. They were more comfortable discussing health 
related issues with their health care providers than discussing their sexual orientation. 
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Table 4 
 
Health-Related Demographics of Participants 
 
Variable N %  
Insurance Status 
Private Insurance 
Medicare 
Medicaid 
              No insurance 
Other 
 
540 
54 
5 
57 
6 
 
80.97 
8.11 
.68 
8.53 
.86 
 
Usual source of care 
               Yes 
               No 
611 
43 
91.62 
6.38 
 
Health status 
               Poor 
               Fair 
               Good 
Very good 
               Excellent 
14 
55 
208 
267 
122 
2.13 
8.22 
31.17 
40.02 
18.29 
 
No. times seen HCP over past 12 months 
               0 
               1-3 
               4-6 
               7-12 
               more than 12 
 
27 
293 
187 
89 
68 
 
4.04 
43.86 
28.02 
13.27 
10.22 
 
Level of disclosure, Primary HCP 
Completely out 
He/she probably knows 
He/she might know 
He/she might suspect 
Not at all out 
431 
48 
49 
45 
71 
64.55 
7.23 
7.31 
6.68 
10.64 
 
Level of disclosure, All HCPs 
All of them 
More than half of them 
Half of them 
Less than half of them 
None of them 
 
209 
155 
121 
92 
67 
 
31.32 
22.98 
18.13 
13.83 
10.03 
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Table 4 (continued) 
   
 
  
 
  
Variable N %  
Comfort discussing health with HCP 
Very comfortable 
Comfortable 
Neither comfortable or uncomfortable 
Uncomfortable 
Very uncomfortable 
316 
245 
70 
31 
0 
47.38 
36.72 
10.92 
4.61 
0.00 
 
Comfort discussing sexual orientation with HCP 
Very comfortable 
Comfortable 
Neither comfortable or uncomfortable 
Uncomfortable 
Very uncomfortable 
222 
171 
133 
115 
25 
33.29 
25.61 
19.93 
17.18 
3.74 
 
Note. HCP = Health care provider. 
 
 
 
MD-HCPS Refinement 
  AD Subscale. To analyze the 41 items in the Acknowledgment of Disclosure 
(AD) subscale, after reviewing participants’ responses, I divided the items into two 
subscales, one for Positive Acknowledgment (PAD) and one for Negative 
Acknowledgment (NAD). I sorted items into the two scales by examining participants’ 
responses to determine if the vast majority of respondents who had experienced the 
acknowledgment reported it helped them (PAD) or bothered them (NAD). Items were 
automatically sorted into a scale if 97% or greater of participants agreed about the 
helpfulness or bothersomeness of the item. Other items were examined individually to 
determine their inclusion in the PAD, NAD, or neither subscale. For item 39, 5.7% of 
respondents found the acknowledgment bothersome while the remainder found it helpful; 
this item was retained as a PAD item. Item 15 was not sorted into either subscale because 
28% felt the acknowledgment was negative while 15% found it helpful, and item 26 was 
removed because 83% found the item neither positive nor negative.  
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The resulting PAD subscale consists of 11 items (2, 6, 12, 16, 19, 21, 24, 30, 33, 
37, and 39). The resulting NAD subscale consists of 28 items (1, 3, 4, 5, 7-11, 13, 14, 17, 
18, 20, 22, 23, 25, 27-29, 31, 32, 34-36, 38, 40, and 41). The responses for the original 
items (“Have you ever experienced this?” and “How much did it bother/help you?”) were 
then combined into one response set. For the PAD subscale, this resulted in the following 
responses: 0 (has never happened), 1 (has happened and did not help me), 2 (has 
happened and helped me somewhat), and 3 (has happened and helped me greatly). For 
the NAD subscale, this resulted in the following responses: 0 (has never happened), 1 
(has happened and did not bother me), 2 (has happened and bothered me somewhat), and 
3 (has happened and bothered me greatly). For the few respondents who felt an item was 
helpful when 97% or greater of other participants found it bothersome, their response was 
identified as an outlier, coded as missing data, and removed from the factor analysis. For 
most items this occurred less than 1% of the time. 
Item Analyses. I followed the recommendations of Clark and Watson (1995) 
regarding scale development in order to identify and eliminate items that performed 
poorly. Because I used multiple analyses to determine which items would be retained, I 
approached the task of eliminating items in a deliberately conservative manner, with 
preference given to later statistical analyses (i.e., factor analysis) for selecting poorly 
performing items.  
First, I examined item distributions, and considered for removal items that were 
skewed more than 80% in one direction. For the DAB subscale, this included items 
whose distributions were either largely “agree/strongly agree,” or “disagree/strongly 
disagree.” For the ID and DC subscales, this included items whose distributions were 
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either predominately “very true/somewhat true” or “very false/somewhat false.” For the 
PAD and NAD subscales, this included items that more than 80% of participants 
indicated had never happened to them. This screening process identified the following 
problematic items: items 1, 7, 9, 14, 24, 28, and 33 from the DAB subscale, item 20 from 
the ID subscale, and items 3, 4, 9, 11, 14, 17, 18, 23, 25, 27, 31, and 41 from the NAD 
subscale. No poorly performing items were identified from the DC or PAD subscales.   
Skewness, kurtosis, and variability statistics are shown in Table 5. Most subscales 
had acceptable skewness estimates with the exception of the NAD subscale, which had a 
number of items with large skewness estimates. A suggested cutoff of 2 to 3 standard 
errors of skewness is recommended to determine whether distributions are significantly 
different from normal (Clark & Watson, 1995).  Using the standard error for this sample 
of .10 would result in retention of only 23% of the DAB and DC items, 38% of the ID 
items, 25% of the PAD items, and 0% of the NAD items. Given the nature of the sample, 
most items were not expected to have a fully normal distribution. Therefore, I only 
considered items with skewness values greater that ±3.0 for elimination. This identified 
items 1, 3, 13, 14, 17, 18, 22, 23, 28, and 36 from the NAD subscale as problematic. 
 Kurtosis values showed more variability, with the NAD subscale showing the 
most extreme values. Again, using the recommended cutoff of 2 to 3 standard errors (.19) 
would result in the retention of few items: 26% from DAB, 15% from ID, 12% from DC, 
0% from PAD, and 18% from NAD. As items were not expected to be normally 
distributed, I only considered items with kurtosis values beyond ±3.0 for removal. 
Following these screening procedures, the following items were problematic: 1, 9, and 24 
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from DAB, 22 from ID, and 1, 3, 4, 11, 13, 14, 17, 18, 22, 23, 28, 31, 36, 40 and 41 from 
NAD. 
The large number of potentially problem items generated from the NAD subscale 
was assumed to be an artifact of the primarily urban population sampled in this study. 
Such participants likely have more access to LGBT-friendly care and are less likely to 
have had a negative disclosure experience. Indeed, almost one in three (31.84%) 
participants indicated they had had no negative acknowledgment experiences. Despite 
this lack of variability, Clark and Watson (1995) assert that “it may be desirable to retain 
items that assess important construct-relevant information in one type of sample, even it 
they have extremely unbalanced distributions (and relatively poor psychometric 
properties) in others” (p. 315). This lack of variability lent further support to the initial 
decision to be conservative in the elimination of items based on distribution statistics. In 
addition, exploratory factor analysis is relatively robust against violations of normality  
(Floyd & Widaman, 1995); therefore, the decision to retain the items was unlikely to 
significantly interfere with subsequent analyses.
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at
io
n 
to
 
he
al
th
 c
ar
e 
pr
ov
id
er
s. 
(R
) 
-1
.2
4 
1.
19
 
5.
58
 
1.
42
 
 
(2
9)
 I 
w
ou
ld
 n
ot
 d
is
cl
os
e 
to
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 w
ho
 k
ne
w
 
m
y 
fa
m
ily
. (
R)
 
-1
.2
3 
.6
3 
5.
53
 
1.
65
 
 
(3
0)
 T
he
re
 a
re
 so
m
e 
pa
rts
 o
f t
he
 c
ou
nt
ry
 w
he
re
 it
’s
 n
ot
 sa
fe
 to
 
di
sc
lo
se
 y
ou
r s
ex
ua
l o
rie
nt
at
io
n 
to
 h
ea
lth
 c
ar
e 
pr
ov
id
er
s. 
(R
) 
.9
6 
.4
3 
2.
43
 
1.
39
 
 
(3
1)
 Y
ou
 c
an
’t 
co
nt
ro
l w
ha
t a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 d
oe
s w
ith
 
yo
ur
 d
is
cl
os
ur
e 
af
te
r y
ou
 h
av
e 
co
m
e 
ou
t t
o 
th
em
. (
R)
 
.4
6 
-1
.0
6 
3.
47
 
1.
86
 
 
(3
2)
 I 
in
vo
lv
e 
m
y 
pa
rtn
er
 in
 m
y 
he
al
th
 c
ar
e.
 
-.5
7 
-.4
6 
5.
51
 
1.
34
 
 
(3
3)
 If
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 re
sp
on
ds
 p
oo
rly
 to
 m
y 
di
sc
lo
su
re
, 
I k
no
w
 I 
ca
nn
ot
 tr
us
t t
he
m
 w
ith
 m
y 
ph
ys
ic
al
 c
ar
e.
  
-1
.2
5 
1.
36
 
5.
83
 
1.
27
 
 
(3
4)
 I 
se
ek
 h
ea
lth
 c
ar
e 
di
ffe
re
nt
ly
 w
he
n 
it 
is 
re
la
te
d 
to
 m
y 
se
xu
al
 o
rie
nt
at
io
n.
 (R
) 
-.0
1 
-1
.1
8 
3.
98
 
1.
85
 
 
(3
5)
 It
 is
 e
as
y 
to
 fi
nd
 a
 G
LB
T-
fr
ie
nd
ly
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 
w
he
re
 I 
liv
e.
 
.3
3 
-1
.1
0 
3.
56
 
1.
92
 
 
In
iti
at
io
n 
of
 D
is
cl
os
ur
e 
(I
D
) 
 
 
 
 
 
(1
) I
 h
av
e 
go
ne
 to
 a
 G
LB
T-
fr
ie
nd
ly
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 w
ho
 
w
as
 re
co
m
m
en
de
d 
by
 a
 G
LB
T 
fr
ie
nd
 o
r o
rg
an
iz
at
io
n.
 
.2
8 
-1
.6
4 
2.
70
 
1.
69
 
 
  
 
 
 
 
(c
on
tin
ue
d)
Ta
bl
e 
5 
(co
n
tin
ue
d) 
 
 
 
 
 
 
 
 
 67
 
 
Ite
m
 
Sk
ew
ne
ss
a  
K
ur
to
si
sb
 
M
 
SD
 
 
(2
) A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 a
sk
ed
 m
e 
ab
ou
t b
irt
h 
co
nt
ro
l o
r 
ch
an
ce
 o
f p
re
gn
an
cy
. 
-.2
9 
-1
.8
1 
3.
26
 
1.
86
 
 
(3
) I
 k
ne
w
 th
at
 if
 I 
di
dn
’t 
br
in
g 
up
 m
y 
se
xu
al
 o
rie
nt
at
io
n,
 a
 
he
al
th
 c
ar
e 
pr
ov
id
er
 w
ou
ld
 n
ev
er
 a
sk
 a
bo
ut
 it
. (
R)
 
.8
7 
-.2
1 
2.
08
 
1.
15
 
 
(4
) I
 h
av
e 
av
oi
de
d 
as
ki
ng
 c
er
ta
in
 q
ue
st
io
ns
 I 
w
an
te
d 
an
sw
er
s t
o 
be
ca
us
e 
it 
w
ou
ld
 h
av
e 
m
ea
nt
 d
is
cl
os
in
g.
 (R
) 
-.7
8 
-.8
4 
3.
79
 
1.
38
 
 
(5
) I
 h
av
e 
w
an
te
d 
m
y 
pa
rtn
er
 to
 b
e 
tre
at
ed
 li
ke
 fa
m
ily
 b
y 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
. 
-1
.6
5 
1.
75
 
4.
31
 
1.
15
 
 
(6
) A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 a
sk
ed
 a
bo
ut
 a
 h
us
ba
nd
 o
r w
ife
, 
or
 u
se
d 
sim
ila
r l
an
gu
ag
e 
th
at
 a
ss
um
ed
 I 
w
as
 st
ra
ig
ht
. 
-.9
7 
-.4
8 
3.
87
 
1.
40
 
 
(7
) I
 h
av
e 
un
in
te
nt
io
na
lly
 d
is
cl
os
ed
 m
y 
se
xu
al
 o
rie
nt
at
io
n 
to
 a
 
he
al
th
 c
ar
e 
pr
ov
id
er
. 
1.
06
 
-.0
3 
1.
97
 
1.
23
 
 
(8
) I
 h
av
e 
as
ke
d 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
 fo
r a
n 
H
IV
 te
st.
 
-.2
1 
-1
.8
9 
3.
20
 
1.
90
 
 
(9
) I
 h
av
e 
de
la
ye
d 
or
 a
vo
id
ed
 d
is
cl
os
in
g 
m
y 
se
xu
al
 o
rie
nt
at
io
n 
be
ca
us
e 
I d
id
n’
t w
an
t t
o 
lo
se
 th
e 
bo
nd
 I 
ha
d 
fo
rm
ed
 w
ith
 a
 
he
al
th
 c
ar
e 
pr
ov
id
er
. (
R)
 
-.8
5 
-.7
4 
3.
84
 
1.
40
 
 
(1
0)
 In
ta
ke
 fo
rm
s a
t a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
’s
 o
ffi
ce
 h
av
e 
as
ke
d 
ab
ou
t m
y 
se
xu
al
 b
eh
av
io
r (
e.
g.
, “
D
o 
yo
u 
ha
ve
 se
x 
w
ith
 m
en
, 
w
om
en
, b
ot
h,
 o
r n
ei
th
er
?”
). 
.6
4 
-1
.3
2 
2.
44
 
1.
69
 
 
 
 
 
 
 
(c
on
tin
ue
d)
Ta
bl
e 
5 
(co
n
tin
ue
d) 
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Ite
m
 
Sk
ew
ne
ss
a  
K
ur
to
si
sb
 
M
 
SD
 
 
(1
1)
 In
ta
ke
 fo
rm
s a
t a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
’s
 o
ffi
ce
 h
av
e 
as
ke
d 
ab
ou
t m
y 
se
xu
al
 o
ri
en
ta
tio
n 
(e
.g
., 
“A
re
 y
ou
 g
ay
, l
es
bi
an
, 
bi
se
xu
al
, t
ra
ns
ge
nd
er
, s
tra
ig
ht
?”
). 
.2
8 
1.
25
 
1.
88
 
1.
28
 
 
(1
2)
 In
ta
ke
 fo
rm
s a
t a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
’s
 o
ffi
ce
 h
av
e 
as
ke
d 
ab
ou
t m
y 
pa
rt
ne
rs
hi
p 
st
at
us
 in
ste
ad
 o
f m
y 
m
ar
ita
l s
ta
tu
s. 
1.
02
 
-.4
4 
2.
02
 
1.
39
 
 
(1
3)
 I 
ha
ve
 m
on
ito
re
d 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
’s
 d
em
ea
no
r t
o 
ge
t 
so
m
e 
cl
ue
s a
bo
ut
 h
ow
 th
ey
 m
ig
ht
 re
sp
on
d 
to
 m
y 
di
sc
lo
su
re
. 
-.7
4 
-.6
8 
3.
57
 
1.
35
 
 
(1
4)
 I 
ha
ve
 se
en
 si
gn
s i
n 
th
e 
of
fic
e 
of
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 
th
at
 w
er
e 
G
LB
T-
fr
ie
nd
ly
 (g
ay
 p
rid
e 
sy
m
bo
ls
, i
nc
lu
siv
e 
lit
er
at
ur
e 
or
 p
os
te
rs
, o
ffi
ce
 d
ec
or
at
io
ns
, d
iv
er
se
 st
af
f, 
et
c.
). 
.7
0 
-1
.0
9 
2.
27
 
1.
49
 
 
(1
5)
 I 
ha
ve
 so
ug
ht
 h
ea
lth
 c
ar
e 
ab
ou
t a
 p
re
se
nt
in
g 
co
nc
er
n 
th
at
 
w
as
 d
ire
ct
ly
 re
la
te
d 
to
 m
y 
se
xu
al
ity
 o
r s
ex
ua
l b
eh
av
io
r. 
.0
3 
-1
.6
9 
2.
94
 
1.
66
 
 
(1
6)
 A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 a
sk
ed
 a
bo
ut
 m
y 
se
xu
al
 
or
ie
nt
at
io
n 
as
 a
 st
an
da
rd
 p
ar
t o
f t
he
ir 
in
ta
ke
. 
.8
7 
-.7
8 
2.
15
 
1.
45
 
 
(1
7)
 A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 u
se
d 
in
cl
us
iv
e 
la
ng
ua
ge
 fr
om
 
th
e 
st
ar
t o
f m
y 
vi
si
t. 
.1
9 
-1
.3
8 
2.
75
 
1.
47
 
 
(1
8)
 T
he
 g
eo
gr
ap
hi
c 
lo
ca
tio
n 
(s
ec
tio
n 
of
 th
e 
ci
ty
, a
re
a 
of
 th
e 
co
un
try
) o
f a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 to
ld
 m
e 
w
he
th
er
 it
 w
as
 
ok
ay
 to
 d
is
cl
os
e 
th
er
e.
  
.0
1 
-1
.3
2 
2.
81
 
1.
39
 
 
 
 
 
 
 
 
(c
on
tin
ue
d)
Ta
bl
e 
5 
(co
n
tin
ue
d) 
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Ite
m
 
Sk
ew
ne
ss
a  
K
ur
to
si
sb
 
M
 
SD
 
 
(1
9)
 M
y 
pa
rtn
er
 h
as
 c
om
e 
w
ith
 m
e 
w
he
n 
I v
is
ite
d 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
. 
-.2
8 
-1
.6
6 
3.
26
 
1.
72
 
 
(2
0)
 I 
ha
ve
 w
or
n 
a 
ga
y 
sy
m
bo
l (
pr
id
e 
t-s
hi
rt,
 p
rid
e 
je
w
el
ry
, 
H
RC
 p
in
, e
tc
.) 
to
 se
e 
if 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
 w
ou
ld
 p
ic
k 
up
 o
n 
m
y 
cl
ue
s. 
1.
89
 
2.
41
 
1.
59
 
1.
11
 
 
(2
1)
 A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 a
sk
ed
 if
 I 
w
as
 se
xu
al
ly
 a
ct
iv
e,
 
an
d 
w
ith
 w
ho
m
, i
ns
te
ad
 o
f a
ss
um
in
g 
I w
as
 st
ra
ig
ht
. 
-.0
1 
-1
.5
8 
2.
91
 
1.
55
 
 
(2
2)
 I 
ha
ve
 a
vo
id
ed
 h
ea
lth
ca
re
 so
 I 
w
ou
ld
n’
t h
av
e 
to
 d
is
cl
os
e 
m
y 
se
xu
al
 o
rie
nt
at
io
n.
 (R
) 
-2
.2
5 
3.
99
 
4.
55
 
.9
7 
 
(2
3)
 A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 d
is
cu
ss
ed
 se
xu
al
ly
 tr
an
sm
itt
ed
 
in
fe
ct
io
ns
 w
ith
 m
e.
 
-.3
1 
-1
.5
4 
3.
24
 
1.
61
 
 
(2
4)
 I 
ha
ve
 d
el
ay
ed
 o
r a
vo
id
ed
 d
is
cl
os
in
g 
m
y 
se
xu
al
 o
rie
nt
at
io
n 
to
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 b
ec
au
se
 I 
ha
d 
no
t y
et
 fo
rm
ed
 a
 b
on
d 
w
ith
 th
em
. (
R)
 
-.3
4 
-1
.3
7 
3.
45
 
1.
45
 
 
(2
5)
 I 
ha
ve
 se
en
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 w
he
re
 th
er
e 
w
as
n’
t a
n 
op
en
in
g 
fo
r m
e 
to
 d
is
cl
os
e.
 (R
) 
.7
4 
-.6
6 
2.
45
 
1.
35
 
 
(2
6)
 I 
ha
ve
 se
en
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 w
ho
 id
en
tif
ie
d 
as
 g
ay
, 
le
sb
ia
n,
 b
is
ex
ua
l o
r t
ra
ns
ge
nd
er
. 
.1
6 
-1
.5
9 
2.
83
 
1.
65
 
 
 
 
  
 
 
(c
on
tin
ue
d)
Ta
bl
e 
5 
(co
n
tin
ue
d) 
 
 
 
 
 
 
 
 
 70
 
 
Ite
m
 
Sk
ew
ne
ss
a  
K
ur
to
si
sb
 
M
 
SD
 
 
D
is
cl
os
ur
e 
C
om
m
un
ic
at
io
n 
(D
C
) 
 
 
 
 
 
(1
) I
 h
av
e 
co
rr
ec
te
d 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
’s
 la
ng
ua
ge
 
(h
us
ba
nd
/w
ife
, h
im
/h
er
, e
tc
.) 
w
he
n 
th
ey
 a
sk
ed
 a
bo
ut
 m
y 
re
la
tio
ns
hi
p(
s)
. 
-.3
2 
-1
.5
2 
3.
23
 
1.
60
 
 
(2
) I
 h
av
e 
di
sc
lo
se
d 
m
y 
se
xu
al
 o
rie
nt
at
io
n 
by
 te
lli
ng
 a
 h
ea
lth
 
ca
re
 p
ro
vi
de
r t
ha
t: 
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
  
(I
f y
ou
 a
re
 fe
m
al
e)
: “
I o
nl
y 
ha
ve
 se
x 
w
ith
 w
om
en
.”
   
   
   
   
   
   
   
  
(I
f y
ou
 a
re
 m
al
e)
: “
I o
nl
y 
ha
ve
 se
x 
w
ith
 m
en
.”
 
-.0
4 
-1
.7
5 
3.
01
 
1.
72
 
 
(3
) I
 h
av
e 
to
ld
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 I 
w
as
 “
ga
y,
” 
“l
es
bi
an
,”
 o
r 
“q
ue
er
” 
to
 c
om
m
un
ic
at
e 
m
y 
se
xu
al
 o
rie
nt
at
io
n.
 
-.7
9 
-1
.0
7 
3.
68
 
1.
61
 
 
(4
) I
 h
av
e 
w
rit
te
n 
on
 in
ta
ke
 fo
rm
s I
 w
as
 “
le
sb
ia
n,
” 
“g
ay
,”
 o
r 
“q
ue
er
,”
 w
he
th
er
 o
r n
ot
 th
er
e 
w
as
 a
 sp
ac
e 
to
 d
o 
so
. 
.8
9 
-.8
9 
2.
18
 
1.
57
 
 
(5
) I
 w
as
 n
ot
 su
re
 if
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 I 
sa
w
 k
ne
w
 I 
w
as
 
ga
y.
 (R
) 
.8
9 
-.4
0 
2.
30
 
1.
34
 
 
(6
) I
 h
av
e 
to
ld
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 th
at
 “
I d
id
 n
ot
 n
ee
d 
bi
rth
 
co
nt
ro
l”
 o
r t
ha
t “
th
er
e 
w
as
 n
o 
ch
an
ce
 o
f p
re
gn
an
cy
” 
bu
t d
id
 n
ot
 
te
ll 
th
em
 I 
w
as
 g
ay
. (
R)
 
-.5
0 
-1
.4
5 
3.
53
 
1.
63
 
 
(7
) I
 h
av
e 
lie
d 
to
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 to
 a
vo
id
 d
is
cl
os
in
g 
m
y 
se
xu
al
 o
rie
nt
at
io
n.
 (R
) 
-1
.4
6 
.7
3 
4.
22
 
1.
26
 
 
(8
) I
 h
av
e 
as
su
m
ed
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 k
ne
w
 w
ha
t m
y 
se
xu
al
 
or
ie
nt
at
io
n 
w
as
. (
R)
 
-.4
9 
-1
.2
4 
3.
64
 
1.
38
 
 
 
 
 
 
 
(c
on
tin
ue
d)
Ta
bl
e 
5 
(co
n
tin
ue
d) 
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Ite
m
 
Sk
ew
ne
ss
a  
K
ur
to
si
sb
 
M
 
SD
 
 
(9
) I
 h
av
e 
gi
ve
n 
a 
he
al
th
 c
ar
e 
pr
ov
id
er
 c
lu
es
 a
bo
ut
 m
y 
se
xu
al
 
or
ie
nt
at
io
n 
w
ith
ou
t c
om
in
g 
rig
ht
 o
ut
 a
nd
 sa
yi
ng
 I 
w
as
 g
ay
. (
R)
 
.0
4 
-1
.4
6 
3.
18
 
1.
41
 
 
(1
0)
 I 
ha
ve
 p
ur
po
se
fu
lly
 a
vo
id
ed
 d
is
cl
os
ur
e 
in
 su
ch
 a
 w
ay
 th
at
 I 
w
as
 a
bl
e 
to
 a
ns
w
er
 a
ll 
of
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
’s
 q
ue
sti
on
s 
ho
ne
st
ly
 w
ith
ou
t c
om
in
g 
ou
t. 
(R
) 
-.5
6 
-1
.1
7 
3.
66
 
1.
42
 
 
(1
1)
 S
om
eh
ow
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 k
ne
w
 I 
w
as
 g
ay
, b
ut
 I 
ha
d 
no
 id
ea
 h
ow
 th
ey
 k
ne
w
. (
R)
 
-1
.0
0 
-.0
8 
4.
18
 
1.
06
 
 
(1
2)
 A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 c
ou
ld
 te
ll 
I w
as
 g
ay
 ju
st
 b
ec
au
se
 o
f 
m
y 
ap
pe
ar
an
ce
 a
nd
 d
em
ea
no
r. 
.7
6 
-.6
6 
2.
07
 
1.
22
 
 
(1
3)
 I 
ha
ve
 ta
lk
ed
 a
bo
ut
 “
m
y 
pa
rtn
er
” 
or
 “
gi
rlf
rie
nd
/b
oy
fr
ie
nd
” 
to
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
. 
-1
.0
2 
-.6
4 
3.
87
 
1.
55
 
 
(1
4)
 I 
ha
ve
 se
en
 a
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 a
nd
 k
ep
t m
y 
se
xu
al
 
or
ie
nt
at
io
n 
hi
dd
en
. (
R)
 
.1
4 
-1
.5
6 
2.
92
 
1.
57
 
 
(1
5)
 D
ur
in
g 
a 
vi
si
t, 
m
y 
pa
rtn
er
 a
nd
 I 
ha
ve
 a
ct
ed
 li
ke
 w
e 
do
 in
 
an
y 
ot
he
r s
et
tin
g 
(e
.g
., 
ho
ld
in
g 
ha
nd
s, 
no
t c
ha
ng
in
g 
an
y 
of
 o
ur
 
ty
pi
ca
l c
ou
pl
e 
be
ha
vi
or
s)
. 
.2
0 
-1
.4
7 
2.
74
 
1.
56
 
 
(1
6)
 I 
ha
ve
 a
vo
id
ed
 a
ns
w
er
in
g 
ce
rta
in
 q
ue
st
io
ns
 to
 k
ee
p 
fr
om
 
di
sc
lo
si
ng
 m
y 
se
xu
al
 o
rie
nt
at
io
n.
 (R
) 
-1
.3
7 
.7
5 
4.
20
 
1.
16
 
 
(1
7)
 I 
ha
ve
 w
an
te
d 
to
 d
is
cl
os
e 
m
y 
se
xu
al
 o
rie
nt
at
io
n 
to
 a
 h
ea
lth
 
ca
re
 p
ro
vi
de
r, 
bu
t d
id
 n
ot
. (
R)
 
-.3
2 
-1
.5
0 
3.
38
 
1.
57
 
 
 
 
 
 
 
(c
on
tin
ue
d)
Ta
bl
e 
5 
(co
n
tin
ue
d) 
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Ite
m
 
Sk
ew
ne
ss
a  
K
ur
to
si
sb
 
M
 
SD
 
 
Po
si
tiv
e 
A
ck
no
w
le
dg
m
en
t o
f D
is
cl
os
ur
e 
(P
A
D
)  
 
 
 
 
 
(2
) A
 h
ea
lth
 c
ar
e 
pr
ov
id
er
 h
as
 h
el
pe
d 
m
e 
fe
el
 m
or
e 
co
m
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Next, I examined inter-item and item-total correlations (Tables 6-10) to identify 
items that showed redundancy or lack of association. Items with correlations lower than 
.20 to the total subscale score were considered for elimination. For the DAB subscale, 
this process identified items 6, 7, 17, 25, and 33; for the ID subscale, items 2, 6, 7, 13, 
and 25. Items 8 and 12 were identified from the DC subscale, and item 36 was identified 
from the NAD subscale. No items in the PAD subscale met this removal criterion. 
Clark and Watson (1995) suggested the average inter-item correlation should fall 
in the range of .15-.50. Given the hypothesized presence of a general positive factor that 
might slightly elevate inter-item correlations in the NAD and PAD subscales, I used an 
upper range of .60 to find any unusually high inter-item correlations in these two 
subscales.  Of note, in the DAB subscale there were three correlations over .50: between 
items 10 and 12, 15 and 19, and 24 and 28. From the ID subscale, four correlations met 
this criterion: items 4 and 9, 9 and 24, 10 and 11, and 16 and 17. Six items from the DC 
subscale were above .50: 7 and 16, 7 and 17, 10 and 14, 10 and 16, 10 and 17, and 14 and 
17. Eleven PAD subscale items had correlations above .60: items 2 and 33, 19 and 21, 19 
and 24, 19 and 33, 19 and 37, 21 and 24, 21 and 33, 21 and 37, 24 and 33, 24 and 37, and 
33 and 37. Finally, twenty-one items from the NAD subscale were of note: items 5 and 8, 
5 and 20, 5 and 29, 5 and 34, 5 and 35, 7 and 8, 7 and 29, 7 and 34, 7 and 35, 8 and 20, 8 
and 29, 8 and 34, 20 and 29, 20 and 34, 20 and 35, 29 and 34, 29 and 35, 29 and 38, 34 
and 35, 34 and 38, and 35 and 38. Several items had multiple inter-item correlations 
below .15. Items that had more than 60% of their correlations below this number include 
items 1, 7, 17, 18, 24, 25, 27, 31, 32, 33, and 35 from the DAB subscale; items 2, 5, 7, 8, 
9, 13, 19, 20, 22, 24, and 25 from the ID subscale; items 8 and 12 from the DC subscale; 
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and item 36 from the NAD subscale. I used the totality of information gained from the 
item analyses to determine which items should be excluded from further analysis, 
focusing on being deliberately conservative.  
Disclosure Attitudes and Beliefs. From the DAB subscale, items 1, 6, 7, 9, 17, 24, 
25, and 33 were eliminated. Item 1 had 90.92% of participants agreeing to some degree 
with it, a high kurtosis value (kurtosis = 4.14), and 23 inter-item correlations below .15. 
Item 6 lacked a meaningful correlation with the total DAB score (r = .15). Item 7 lacked 
meaningful correlation with the total DAB score (r = .14), had 87.51% agreement from 
participants, and 26 inter-item correlations that were below .15. Most (87.56%) of 
participants agreed in some fashion with item 9. Item 17 lacked a meaningful correlation 
with the total score (r = .16), and all but 1 inter-item correlation was below .15. Item 24 
had 90.82% participant agreement, a high kurtosis value (kurtosis = 3.99), and 21 inter-
item correlations below .15. Item 25 lacked meaningful correlation with the total score (r 
= .09), and had 32 inter-item correlations below .15. Finally, item 33 lacked significant 
correlation with the total score (r = .01), had 87.34% of the participants agreeing with it, 
and had 22 inter-item correlations below .15. Items 10 and 12, despite a high correlation 
(r = .67), assess slightly different content. This was also the case for items 15 and 19. 
Item 24 was already eliminated, so its elevated correlation with item 28 was no longer a 
concern. 
Initiation of Disclosure. From the ID subscale, items 2, 6, 7, 13, 20, and 25 were 
eliminated from further analyses. Item 2 lacked association with the subscale total (r = 
.14), and association with other items (22 inter-item correlations below .15). Item 6 
lacked significant correlation with the total score (r = .03). Item 7’s total score correlation 
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was low (r = .14) and it had 21 inter-item correlations below .15. Item 13 had a low item-
total correlation (r = .13) and 17 inter-item correlations below .15. Item 20 was 
eliminated because 84.21% of participants disagreed with the statement, and it lacked 
meaningful correlations to any of the other items. Item 25 was eliminated for having a 
low item-total correlation (r = .17) and 19 inter-item correlations below .15. I examined 
the four pairs of items with high inter-item correlations and determined each item was 
assessing different content. Therefore, all of these items were retained. Item 4 inquires 
about avoiding questions whereas item 9 asks about the bond with the provider. Both 
items 9 and 24 ask about the bond with the provider, but the emphasis of item 9 is on 
losing the bond, and for item 24 it is on not yet having formed the bond. Item 10 focuses 
on sexual behavior and item 11 on sexual orientation. Inclusive language is assessed in 
items 16 and 17, with the difference being a formal part of the questions asked versus 
language used throughout the visit.  
Disclosure Communication. From the DC subscale, items 8, 10, 12, 14, and 17 
were eliminated. Item 8 lacked association with the total score (r = .16) and association 
with most other items (13 inter-item correlations below .15). Item 12 was discarded 
because it lacked significant association with the total score (r = .08), and had 13 inter-
item correlations below .15.  In examining the 6 pairs of items with inter-item 
correlations above .50, I decided to retain items 7 and 16. Item 10 had three inter-item 
correlations above .50, and I felt that this item was assessing similar information; 
therefore, it was discarded. 
Positive Acknowledgment of Disclosure. In the PAD subscale, I eliminated items 
19 and 21. Items 19 and 24 were highly correlated (r = .75); Item 24 was retained for its 
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more direct phrasing. Both items assess the immediate reaction of the health care 
provider. Item 19 uses a colloquialism (the health care provider “didn’t skip a beat”) 
versus item 24’s more direct phrasing (I “felt no sense of judgment”). Item 21 was 
eliminated because it had high correlations with 4 other items. 
Negative Acknowledgment of Disclosure. In the NAD subscale, items 1, 3, 4, 13, 
14, 18, 22, 23, 28, 29, 34, and 36 were eliminated from further analyses. Given the large 
number of respondents who indicated most items had never happened to them, NAD 
items were not expected to meet the assumption of normalcy. Indeed, most items had 
extreme skewness and kurtosis scores. Many items were discarded due to the high 
number of respondents who responded “has never happened”: item 1 (93.91%), item 3 
(91.01%), item 4 (95.13%), item 13 (97.34%), item 14 (93.67%), item 18 (92.85%), item 
22 (97.66%), item 23 (91.24%), item 28 (94.20%), and item 36 (95.76%). Items 8 and 29 
were highly correlated (r = .73), and judged to be measuring the same content (“was 
angry” vs. “was offended,” respectively). Item 8 was retained over item 29 because of its 
broader content. Similarly, items 5 and 34 were highly correlated (r = .72) and measured 
similar content (“I have felt rejected…” vs. “I have felt judged…,” respectively). Item 5 
was retained over item 34 because of its more specific language.  
Therefore, at the end of these preliminary analyses, 32 items were eliminated. The 
DAB subscale was reduced from 35 to 27 items. The ID subscale was reduced from 26 to 
20 items. The DC subscale was reduced from 15 to 10 items. The PAD subscale was 
reduced from 11 to 9 items. Finally, the NAD subscale had the largest reduction in items, 
from 28 to 17. The resulting 83 items were used in the next wave of instrument 
refinement.
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Exploratory factor analyses. As recommended by Tinsley and Tinsley (1987), 
before performing factor analysis, I conducted Bartlett’s chi-square analysis with each 
subscale to determine whether each data matrix contained meaningful information. All 5 
subscales had significant Bartlett chi-square results, indicating there was sufficient 
overlap among items to consider factor analysis. In addition, I performed the Kaiser-
Meyer-Olkin (KMO) measure of sampling adequacy for each subscale, and the results 
demonstrated that in each case the sample size was sufficient to support analysis with 
the number of variables in each subscale. The results of these two tests are presented in 
Table 11.  
Table 11 
 
Kaiser-Meyer-Olkin (KMO) Measure of Sampling Adequacy and Bartlett’s Test of 
Sphericity  
 
   Bartlett’s Test 
Subscale KMO  Χ2 Df Sig. 
Disclosure Attitudes and Beliefs (DAB) .89  5305.68 351 .000 
Initiation of Disclosure (ID) .82  3166.85 190 .000 
Disclosure Communication (DC) .82  2285.99 91 .000 
Positive Acknowledgment of Disclosure 
(PAD) 
.92  1905.38 36 .000 
Negative Acknowledgment of Disclosure 
(NAD) 
.94  4030.35 136 .000 
 
 Disclosure Attitudes and Beliefs (DAB).  A preliminary principal components 
analysis was performed on the 27-item DAB subscale to generate an initial estimate of 
the number of factors. This first analysis was completed specifying principal components 
analysis without setting the number of factors to be extracted. The results of this PCA are 
listed in Table 12. Based on the unrotated initial factor solution, six factors met the 
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Kaiser (1958) retention criterion  of initial eigenvalues greater than 1.00, accounting for 
54.81% of the variance.  
Table 12 
 
Initial Eigenvalues, Percentages of Variance, and Cumulative Percentages for 
Significant Factors of DAB Subscale 
 
Factor Eigenvalue % of variance Cumulative % 
1 5.98 22.15 22.15 
2 4.03 14.91 37.06 
3 1.39 5.14 42.21 
4 1.25 4.64 46.84 
5 1.12 4.15 51.00 
6 1.03 3.81 54.81 
Note. All remaining eigenvalues < 1.0. 
 However, I conducted additional tests on the eigenvalues that suggested the 
retention of fewer than six factors is recommended. Cattell’s (1965) scree plot identifies a 
“bend” in the eigenvalue plot, indicating at what point additional factors yield 
increasingly less useful information. Horn’s (1965) parallel analysis technique  
compares the observed eigenvalues extracted from the correlation matrix with those 
obtained from a simulation process using random samples that parallel the observed data 
in terms of sample size and number of variables. Both results are presented in Figure 3.  
The scree plot shows a sharp bend after two factors. The parallel analysis line crosses the 
scree plot between the 3rd and 4th factors, indicating that up to three factors are 
interpretable. The results of these analyses suggest that 2 or 3 factors should be retained. 
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Figure 3. PCA Scree Plot and Parallel Analyses for DAB Subscale. 
 
 I then reanalyzed the data specifying two- and three-factor solutions using oblique 
(promax) rotation. I chose the oblique rotation method because it allows the factors to be 
correlated; in addition, “if the factors are virtually orthogonal in a given sample, the 
oblique rotations will return solutions with essentially orthogonal factors” (Floyd & 
Widaman, 1995, p. 292). Examination of the data suggested that the two-factor solution 
yielded the most interpretable and appropriate solution. See Tables 13 and 14 for a 
comparison of the two- and three-factor models.  
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Table 13 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, 
and Percentages of Variance for Promax Oblique Principal Axis 
Two-Factor Solution on MD-HCPS DAB Subscale  
 
 Factor loadings    
Item 1 2  Communality  
19 .83 -.09  .67  
2 .76 .02  .59  
15 .70 .01  .50  
5 .63 -.15  .38  
26 .56 -.25  .32  
13 .51 -.27  .27  
21 .51 .07  .28  
23 .50 .01  .26  
11 .50 .29  .40  
34 .49 .06  .26  
30 .44 -.08  .18  
27 .41 .00  .17  
31 .39 -.03  .15  
22 .31 .08  .11  
35 .29 .09  .11  
3 -.14 .71  .48  
28 .00 .71  .50  
10 .27 .65  .58  
4 -.19 .63  .38  
12 .32 .62  .58  
     (continued)
Table 13 (continued) 
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 Factor loadings    
Item 1 2  Communality  
8 -.20 .60  .35  
20 -.13 .54  .27  
18 -.11 .50  .24  
14 -.02 .44  .19  
16 .15 .44  .24  
29 .35 .36  .31  
32 .07 .22  .06  
      
Eigenvalue 5.03 4.16    
% Variance 19.96 12.63    
Total variance 32.60     
 
Table 14 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, and 
Percentages of Variance for Promax Oblique Principal Axis Three-Factor 
Solution on MD-HCPS DAB Subscale  
 
 Factor loadings    
Item 1 2 3  Communality  
2 .78 -.01 -.01  .60  
19 .78 -.08 .18  .67  
5 .68 -.21 -.11  .42  
15 .68 .00 .09  .49  
23 .58 -.05 -.18  .32  
    
 
(continued)
Table 14 (continued) 
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 Factor loadings    
Item 1 2 3  Communality  
11 .57 .24 -.14  .45  
26 .50 -.23 .18  .33  
34 .50 .04 .02  .26  
21 .44 .10 .22  .30  
13 .42 -.23 .26  .31  
27 .40 -.01 .03  .17  
30 .40 -.08 .12  .19  
29 .36 .35 .01  .31  
35 .25 .10 .14  .11  
3 -.16 .74 .11  .50  
28 -.01 .72 .08  .50  
4 -.18 .64 .09  .39  
10 .33 .62 -.10  .60  
8 -.19 .61 .04  .35  
12 .39 .58 -.10  .61  
20 -.15 .56 .11  .29  
18 -.13 .52 .10  .25  
14 .01 .43 -.02  .19  
16 .17 .42 -.02  .24  
32 .12 .19 -.10  .07  
22 .10 .20 .65  .47  
31 .28 .03 .36  .24  
    
 
(continued)
Table 14 (continued) 
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Eigenvalue 5.04 4.11 1.24    
% Variance 20.06 12.69 2.86    
Total variance 35.61      
 
 The three-factor solution explained only 2.86% more variance than the two-factor 
solution, a relatively small improvement. In addition, the third factor contained just two 
items, one of which (item 31) was poorly loaded on its own factor and strongly 
crossloaded on the first factor. The two-factor model had one item with a crossloading 
greater than .30; the three-factor model had three items. The only advantage to using the 
three-factor solution was that in this model only four items loaded poorly (less than .40) 
on its own factor; five items in the two-factor solution met this criterion. I did not believe 
this yielded a significant advantage. In addition, the content of the factors in the two-
factor solution represents conceptually coherent and distinct scales. For these reasons, I 
retained the two-factor solution for further revision. 
 I then eliminated items from the DAB subscale based on the results of the two-
factor solution. I followed the recommendations of Clark and Watson (1995) and Floyd 
and Widaman (1995) as guidelines for this process. First, Clark and Watson (1995) noted 
that loadings on the first unrotated factor “can be viewed as a direct measure of the 
common construct defined by the item pool” and suggested that items with loadings 
below .35 on the first factor be considered for removal from the scale. This criterion 
suggested that items 22 and 35 be removed. Following this, items with no significant 
loading on their own factor were identified. Floyd and Widaman (1995) suggested a 
minimum loading of .30 to .40 as significant. For the purposes of this study, a minimum 
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loading of .40 was used. This criterion suggested that item 32 be eliminated. Next, I 
examined the crossloadings to determine which items were loading significantly on more 
than one factor. Items with crossloadings greater than .25 were considered to have a 
significant level of crossloading. This further eliminated items 11, 13, and 26 from the 
first factor, and items 10, 12, and 29 from the second factor.  
 I then performed another principal axis factor analysis on this 18-item DAB 
subscale, specifying two factors with promax rotation, the results of which are presented 
in Table 5. The total amount of variance explained by the two-factor solution was 
34.29%. The internal consistency estimate for the entire scale is .78. Intercorrelations, 
means, and standard deviations among the 2 DAB factors are listed in Table 16. The two 
factors were not significantly correlated (r = .06, p = .09). 
 The first factor accounted for 19.44% of the total variance (eigenvalue = 3.50) 
and consisted of 10 items (items 2, 5, 15, 19, 21, 23, 27, 30, 31, and 34). This factor had 
an internal consistency estimate (alpha coefficient) of .82. I named this factor Risk 
Perception because the items in this factor are all related to estimating the potential risk 
in disclosing one’s sexual orientation to a health care provider. A representative item on 
this scale is item 19, “Disclosing my sexual orientation to health care providers is a risky 
thing to do.” 
 The second factor accounted for an additional 14.85% of the total variance 
(eigenvalue = 2.67) and included 8 items (items 3, 4, 8, 14, 16, 18, 20, and 28). This 
factor had an alpha reliability coefficient of .82. I named this factor Pro-Gay Stance, as it 
consists of items related to feeling that disclosing one’s sexual orientation to health care 
providers is important to gain quality health care. A representative item is item 3, “I need 
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to disclose my sexual orientation to my health care providers in order to get optimal 
health care.”  
Table 15 
 
MD-HCPS DAB Subscale Factor Loadings: Two Factor Solution – Maximum 
Likelihood With Promax Rotation 
 
 Factor loadings   
 1 2  Communality 
Factor 1: Risk perception     
(19) Disclosing my sexual orientation to health 
care providers is a risky thing to do. (R) 
.82 -.04  .67 
(2) Thinking about disclosing my sexual 
orientation to health care providers usually makes 
me anxious. (R) 
.78 .03  .61 
(15) Disclosing my sexual orientation can mean 
risking the bond I’ve formed with a health care 
provider. (R) 
.69 .05  .48 
(5) I usually prepare myself before I discuss my 
sexual orientation with health care providers, by 
thinking about what I want to say, figuring out if it 
is safe to disclose, etc. (R) 
.64 -.14  .41 
(21) Disclosing my sexual orientation to health 
care providers is no different than disclosing my 
gender, age, or race. 
.52 .09  .28 
(23) It is a very personal thing to reveal my sexual 
orientation to health care providers. (R) 
.51 .01  .26 
(34) I seek health care differently when it is related 
to my sexual orientation. (R) 
.51 .03  .25 
(30) There are some parts of the country where it’s 
not safe to disclose your sexual orientation to 
health care providers. (R) 
.41 -.08  .17 
(27) The race or ethnicity of the health care 
provider can have an impact on my decision to 
disclose my sexual orientation. (R) 
.39 .01  .15 
 
    (continued)
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Table 15 (continued) 
 
  
 
  
 
  
 Factor loadings   
 1 2  Communality 
(31) You can’t control what a health care provider 
does with your disclosure after you come out to 
them (R). 
.35 .00  .13 
Factor 2: Pro-gay stance     
(3) I need to disclose my sexual orientation to my 
health care providers in order to get optimal health 
care. 
-.01 .71  .51 
(28) It’s not important to disclose your sexual 
orientation to health care providers. (R) 
.12 .70  .51 
(8) My sexual orientation has nothing to do with 
my physical health. (R) 
-.09 .62  .39 
(4) I don’t really care whether or not health care 
providers know my sexual orientation. (R) 
-.09 .62  .39 
(20) Being out to my health care providers is a way 
I can help advance gay rights for everyone. 
-.05 .54  .29 
(18) The identity of “gay,” “lesbian,” or “queer” is 
very important to me. 
-.03 .53  .27 
(14) My sexual orientation is not always relevant 
to my health care visit (R).  
.05 .42  .18 
(16) Anytime a health care provider assumes I am 
straight is an opportunity for disclosure. 
.21 .41  .23 
     
Eigenvalue 3.50 2.67   
% Variance 19.44 14.85   
Note. N = 667.  
Total sum of variance explained = 34.29%.  
Item number appears in parentheses.  
Boldface indicates highest factor loadings.  
MD-HCPS = Multidimensional Disclosure to Healthcare Providers Scale. DAB = 
Disclosure Attitudes and Beliefs.  
R = item is reverse scored.  
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Table 16 
 
Intercorrelation, Coefficient Alphas, Means, and Standard Deviations for 
Two Factors of DAB 
 
Factor 1 2  M SD   
1. Risk Perception .82  3.74 1.10  
2. Pro-Gay Stance .06 .82 4.76 1.05  
Note. Coefficient alphas are presented in boldface along the diagonal. 
Total scale coefficient = .78. 
 
 Initiation of Disclosure (ID).  I performed a preliminary principal components 
analysis on the 20-item ID subscale without setting the number of factors to be extracted. 
The results of this PCA are listed in Table 17. Based on the unrotated initial factor 
solution, five factors met the Kaiser (1958) retention criterion of initial eigenvalues 
greater than 1.00, accounting for 55.68% of the variance.  The results of the scree plot 
and parallel analysis are shown in Figure 4.  The scree plot does not show a sharp bend at 
any point. The parallel analysis line crosses the scree plot between the 4th and 5th factors, 
indicating that up to four factors are interpretable. The results of these analyses suggest 
that 4 or 5 factors should be retained. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 109 
Component
Ei
ge
nv
al
ue
 
Table 17 
 
Initial Eigenvalues, Percentages of Variance, and Cumulative Percentages for 
Significant Factors of ID Subscale 
 
Factor Eigenvalue % of variance Cumulative % 
1 4.45 22.26 22.26 
2 2.38 11.92 34.18 
3 1.72 8.58 42.75 
4 1.56 7.82 50.57 
5 1.02 5.11 55.68 
Note. All remaining eigenvalues < 1.0. 
 
Figure 4. PCA Scree Plot and Parallel Analyses for ID Subscale. 
 
 The data were then reanalyzed specifying four- and five-factor solutions using 
oblique rotation (promax) rotation. Examination of the new data suggested that the four-
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factor solution yielded the most interpretable and appropriate solution. Tables 18 and 19 
present a comparison of the four- and five-factor models. The five-factor solution 
explained only 2.56% more variance than the four-factor solution, a relatively small 
improvement. The additional factor (items 10 and 11) loaded highly onto the first factor 
in the four-factor solution and conceptually blended with the other items. Both models 
had two items that crossloaded highly on another factor, as well as two items that loaded 
poorly on its own factor. Regarding the content of the factors, the four-factor solution 
represented more conceptually coherent and distinct scales. For these reasons, I retained 
the four factor-solution for further revision. 
Table 18 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, and 
Percentages of Variance for Promax Oblique Principal Axis Four-Factor Solution 
on MD-HCPS ID Subscale  
 
 Factor loadings   
Item 1 2 3 4  Communality 
16 .73 -.04 -.02 .06  .53 
11 .71 -.12 -.02 -.08  .46 
12 .58 -.10 -.15 .20  .36 
17 .58 .12 .05 .14  .47 
10 .56 -.05 .11 -.16  .36 
21 .53 -.05 .11 -.16  .37 
3 .46 .22 -.13 -.15  .24 
18 .23 -.20 .17 .12  .17 
 
 
 
 
    (continued)
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Table 18 (continued) 
 
  
 
  
 
  
 Factor loadings   
Item 1 2 3 4  Communality 
9 .01 .76 -.04 -.00  .58 
4 .07 .71 -.10 .08  .55 
24 -.02 .65 -.02 -.04  .41 
22 -.10 .54 .13 -.05  .28 
15 .00 -.08 .66 -.08  .41 
8 -.10 .05 .64 -.12  .34 
23 .18 .04 .50 -.20  .35 
26 -.05 .11 .48 .26  .36 
1 -.03 .02 .45 .34  .38 
14 .26 .02 .39 .06  .35 
19 .02 -.01 -.12 .67  .42 
5 -.04 -.02 -.03 .60  .34 
       
Eigenvalue 3.85 1.84 1.09 .94   
% Variance 19.26 9.20 5.43 4.71   
Total variance 38.60      
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Table 19 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, and 
Percentages of Variance for Promax Oblique Principal Axis Five-Factor Solution 
on MD-HCPS ID Subscale  
 
 Factor loadings   
Item 1 2 3 4 5  Communality 
17 .77 .03 .04 -.11 .04  .52 
16 .67 -.01 -.08 .13 .02  .54 
3 .54 -.14 .16 -.02 -.21  .28 
21 .47 .15 .01 .11 -.09  .37 
12 .43 -.13 -.01 .21 .20  .35 
18 .24 .17 -.21 .00 .10  .17 
15 .06 .66 -.10 -.07 -.10  .42 
8 -.20 .65 .08 .09 -.08  .36 
23 .07 .50 .05 .12 -.18  .34 
26 .00 .47 .11 -.04 .26  .35 
1 -.03 .45 .03 .00 .34  .38 
14 .38 .39 -.03 -.09 .00  .38 
9 .09 -.04 .73 -.05 .00  .57 
4 .11 -.01 .69 -.01 .09  .55 
24 -.05 -.02 .66 .06 -.01  .42 
22 -.09 .13 .54 .00 -.03  .29 
11 .07 -.04 -.01 .85 .05  .77 
10 .07 .13 .03 .58 -.06  .45 
19 .06 -.11 .00 -.05 .65  .42 
5 -.11 -.02 .02 .06 .65  .38 
     (continued)
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Table 19 (continued) 
 
  
 
  
 
  
 Factor loadings   
Item 1 2 3 4 5  Communality 
        
Eigenvalue 3.90 1.85 1.13 .96 .51   
% Variance 19.52 9.26 5.65 4.82 2.56   
Total 
variance 
41.80     
  
 
 I then eliminated further items because their loading on the first factor was below 
.35. I removed item 14 from the third factor because its loading was below .35 and it was 
significantly crossloaded with factor 1. Items 1 and 16 were eliminated for being 
crossloaded with factor 4. Finally, item 3 was eliminated from the first factor because it 
did not fit conceptually with the other items which focused on the agency of the provider. 
I performed another principal axis factor analysis on this reduced ID subscale of 15 
items, specifying four factors with promax rotation, the results of which are shown in 
Table 20. The total amount of variance explained by the four-factor solution was 43.60%. 
The internal consistency estimate for the entire scale is .75. Intercorrelations, means, and 
standard deviations among the 4 ID factors are listed in Table 21.  
 The first factor consisted of 6 items (items 10, 11, 12, 16, 17, and 21) and 
accounted for 20.05% of the total variance (eigenvalue = 3.01). The internal consistency 
estimate (alpha coefficient) for this factor is .80. This factor was named Health Care 
Provider-Driven Initiation because the items all referred to instances where a health care 
provider might supply the opportunity for a disclosure interaction, such as through 
questions on forms or use of inclusive language. A representative item from this scale is 
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item 11, “Intake forms at a health care provider’s office have asked about my sexual 
orientation (e.g., ‘Are you gay, lesbian, bisexual, transgender, straight?’).” 
 The second factor accounted for an additional 11.59% of the total variance 
(eigenvalue = 1.74) and consisted of 4 items (items 4, 9, 22, and 24). This factor had an 
alpha of .75. This factor was named Avoidance of Initiation, as it consists of items 
involving putting off a conversation that might lead to a disclosure interaction. All the 
items in this scale are reverse-scored, as higher scores for the entire scale represent 
situations that are more conducive to disclosure. A representative item is item 9, “I have 
delayed or avoided disclosing my sexual orientation because I didn’t want to lose the 
bond I had formed with a health care provider.” 
 The third factor was made up of 3 items (items 8, 15, and 23) and accounted for 
an additional 6.70% of the variance. This factor’s alpha was .65. It was named Sexual-
Behavior-Related Initiation as the items all represented situations where one’s sexual 
behavior was a focus of medical treatment, thereby creating an opportunity for a 
disclosure interaction. A representative item is item 15, “I have sought health care about a 
presenting concern that was directly related to my sexuality or sexual behavior.” 
 The fourth and final factor accounted for an additional 5.26% of the total variance 
and was made up of 2 items (items 5 and 19). This factor had an alpha of .63. This factor 
was titled Partner-Related Initiation, as its items both referred to instances where the 
presence of a same-sex partner might create an opportunity for a disclosure interaction. A 
representative item is item 19, “My partner has come with me when I visited a health care 
provider.” 
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Table 21 
 
Intercorrelation, Coefficient Alphas, Means, and Standard Deviations for Two Factors 
of ID 
 
Factor 1 2 3 4  M SD 
1. HCP-driven initiation .80    2.36 1.04 
2. Avoidance of initiation .17 .75   3.91 1.00 
3. Sexual behavior-related initiation .34 .03 .65  3.13 1.33 
4. Partner-related initiation .12 .07 .01 .63 3.78 1.25 
Note. Coefficient alphas are presented in boldface along the diagonal.  
Total scale coefficient = .75. 
 
 Disclosure Communication (DC). The results of the preliminary principal 
components analysis performed on the 10-item DC subscale is presented in Table 22. 
Three factors met the Kaiser retention criterion, accounting for 57.94% of the variance. 
The results of the scree plot and parallel analysis, found in Figure 5, suggested that 2 or 3 
factors should be retained.  
Table 22 
 
Initial Eigenvalues, Percentages of Variance, and Cumulative Percentages for 
Significant Factors of ID Subscale 
 
Factor Eigenvalue % of variance Cumulative % 
1 2.78 27.81 27.81 
2 1.98 19.79 47.60 
3 1.03 10.34 57.94 
Note. All remaining eigenvalues < 1.0. 
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 Figure 5. PCA Scree Plot and Parallel Analyses for DC Subscale. 
 I then reanalyzed the two- and three-factor solutions using oblique (promax) 
rotation.  Examination of the data suggested that the three-factor solution yielded the 
most interpretable and appropriate solution. Tables 23 and 24 show a comparison of the 
two- and three-factor models. In the three-factor model, items 9, 6, and 5 split off from 
the second factor and load higher on their own factor. Although the third factor only 
supplies an additional 4.38% of variance, conceptually the model is superior to the two-
factor model. For these reasons, I retained the three factor-solution for further revision. 
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Table 23 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, 
and Percentages of Variance for Promax Oblique Principal Axis 
Two-Factor Solution on MD-HCPS DC Subscale  
 
 Factor loadings    
Item 1 2  Communality  
      
1 .71 -.07  .48  
3 .67 .03  .46  
13 .67 .03  .46  
2 .60 -.03  .35  
4 .54 -.04  .28  
7 .00 .74  .55  
16 .07 .74  .57  
9 -.09 .44  .18  
6 -.10 .38  .14  
5 .07 .32  .12  
      
Eigenvalue 2.21 1.38    
% Variance 22.08 13.78    
Total variance 35.86     
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Table 24 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, and 
Percentages of Variance for Promax Oblique Principal Axis Three-Factor 
Solution on MD-HCPS DC Subscale  
 
 Factor loadings    
Item 1 2 3  Communality  
3 .69 -.07 .15  .49  
1 .69 .03 -.11  .48  
13 .65 .12 -.08  .46  
2 .59 .03 -.06  .35  
4 .56 -.12 .11  .30  
7 -.05 .84 .01  .70  
16 .05 .73 .07  .60  
9 -.04 .03 .58  .35  
6 -.05 .05 .45  .22  
5 .12 .02 .39  .18  
       
Eigenvalue 2.23 1.45 .44    
% Variance 22.34 14.60 4.38    
Total variance 41.32      
 
 I then considered items for elimination from the DC subscale based on the results 
of the three-factor solution. No item met criteria for deletion based on its factor loadings. 
However, conceptually, item 5 did not fit well with the other two items on the third 
factor, and had a relatively low factor loading on this factor (.39). For these reasons, I 
made a decision to remove item 5 from the DC subscale. I performed another principal 
axis factor analysis on the reduced DC subscale of 9 items, specifying three factors with 
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promax rotation (see Table 25). The total amount of variance explained by the two-factor 
solution was 44.03%. The internal consistency estimate for the entire scale is .68. 
Intercorrelations, means, and standard deviations among the 3 DC factors are listed in 
Table 26.  
 The first factor consisted of 5 items (items 1, 2, 3, 4, and 13) and accounted for 
24.25% of the total variance (eigenvalue = 2.18). The internal consistency estimate (alpha 
coefficient) for this factor is .77. This factor was named Active Disclosure because it 
consisted of items in which one’s sexual orientation was directly communicated to a 
health care provider, either verbally or in writing.  A representative item from this scale is 
item 3: “I have told a health care provider I was ‘gay,’ ‘lesbian,’ or ‘queer’ to 
communicate my sexual orientation.” 
 The second factor accounted for 15.60% of the total variance and consisted of 2 
items (items 7 and 16). The internal consistency estimate for this factor is .77. I titled this 
factor Active Non-Disclosure because each item indicated a situation where participants 
purposefully manipulated an interaction as to avoid disclosing a gay, lesbian, or queer 
sexual identity. A representative item is item 7, “I have lied to a health care provider to 
avoid disclosing my sexual orientation.” 
 Finally, the third factor accounted for an additional 4.18% of the total variance 
and consisted of 2 items (items 6 and 9). This factor’s coefficient alpha was .43. It was 
named Passive Disclosure as each item represented situations where participants might 
provide some information about their sexual orientation without directly coming out. A 
representative item is item 9, “I have given a health care provider clues about my sexual 
orientation without coming right out and saying I was gay.” 
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Table 26 
 
Intercorrelation, Coefficient Alphas, Means, and Standard Deviations for Two 
Factors of DC 
 
Factor 1 2 3  M SD 
1. Active disclosure .77   3.19 1.15 
2. Active non-disclosure .15 .77  4.21 1.09 
3. Passive disclosure -.01 .31 .43 3.36 1.22 
Note. Coefficient alphas are presented in boldface along the diagonal.  
Total scale coefficient = .67. 
 
Positive Acknowledgment of Disclosure (PAD). The results of the preliminary 
principal components analysis performed on the 9-item PAD subscale are shown in Table 
27. Based on the unrotated factor solution, only one factor met the Kaiser retention 
criterion, accounting for 52.16% of the variance. The second factor’s eigenvalue is .86. If 
the second factor’s eigenvalue was closer to the 1.00 cutoff, it might suggest that a 
second factor should be explored; however, this is not the case. The results of the scree 
plot and parallel analysis are presented in Figure 6. The scree plot shows a sharp bend 
after the first factor. The parallel analysis line crosses the scree plot just before the second 
factor. Both of these results suggest that only one factor is interpretable.  
Table 27 
 
Initial Eigenvalues, Percentages of Variance, and Cumulative Percentages for 
Significant Factors of PAD Subscale 
 
Factor Eigenvalue % of variance Cumulative % 
1 4.70 52.16 52.16 
2 .86 9.53 61.69 
Note. All remaining eigenvalues < .86. 
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 Figure 6. PCA Scree Plot and Parallel Analyses for PAD Subscale. 
 I then reanalyzed the one-factor solution using principal axis factoring. The 
results of this analysis are presented in Table 28. I then considered items for further 
elimination from the PAD subscale based on the results of the one-factor solution. No 
item met criteria for deletion based on its factor loadings.  The total amount of variance 
explained by the one-factor solution is 47.02%. The internal consistency estimate for the 
scale is .88. This factor was titled Positive Acknowledgment as all the items referred to 
positive experiences post disclosure. A representative item is item 33, “When I disclosed 
my sexual orientation, there was a genuine sense of support and understanding from a 
health care provider.” 
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Table 28 
 
MD-HCPS PAD Subscale Factor Loadings: One Factor Solution  
 
 Factor loading  Communality  
Factor 1: Positive Acknowledgment     
(33) When I disclosed my sexual orientation, there 
was a genuine sense of support and understanding 
from a health care provider. 
.85 
 
.73  
(37) I have left a health care visit feeling good 
about the disclosure. 
.84 
 
.71  
(24) I have disclosed to a health care provider and 
felt no sense of judgment. 
.82 
 
.67  
(2) A health care provider has helped me feel more 
comfortable as soon as I disclosed. 
.72 
 
.52  
(6) A health care provider was knowledgeable 
about lesbian/gay health issues. 
.63 
 
.40  
(16) I have gotten better, more relevant care after I 
disclosed my sexual orientation. 
.63 
 
.40  
(30) When I disclosed, a health care provider has 
asked questions about my relationship (how’s your 
partner, do you two have children, how long have 
you been together, etc.). 
.63 
 
.39  
(39) A health care provider has shown no reaction 
to my disclosure. 
.47 
 
.22  
(12) A health care provider has encouraged my 
partner to be there for me. 
.45 
 
.20  
     
Eigenvalue 4.23    
% Variance 47.02    
M 1.44    
SD .91    
Coefficient alpha .88    
Note. Item number appears in parentheses.  
Boldface indicates highest factor loadings.  
MD-HCPS = Multidimensional Disclosure to Healthcare Providers Scale. PAD = 
Positive Acknowledgment of Disclosure. 
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 Negative Acknowledgment of Disclosure (NAD). A preliminary principal 
components analysis was performed on the 17-item DAB subscale to generate an initial 
estimate of the number of factors without setting the number of factors to be extracted. 
The results of this PCA are listed in Table 29. Based on the unrotated initial factor 
solution, three factors met the Kaiser retention criterion, accounting for 55.53% of the 
variance. However, the scree plot and the parallel analysis suggest that retention of up to 
two factors is recommended.  Both are presented in Figure 7. The scree plot shows a 
sharp bend after one factor. The parallel analysis line crosses the scree plot between the 
second and third factors, indicating that up to two factors are interpretable. The results of 
these analyses suggest that 1 or 2 factors should be retained. 
 
Table 29 
 
Initial Eigenvalues, Percentages of Variance, and Cumulative Percentages for 
Significant Factors of NAD Subscale 
 
Factor Eigenvalue % of variance Cumulative % 
1 7.13 41.95 41.95 
2 1.30 7.64 49.59 
3 1.01 5.94 55.53 
Note. All remaining eigenvalues < 1.00. 
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Figure 7. PCA Scree Plot and Parallel Analyses for NAD Subscale. 
 
 I then reanalyzed the data specifying one- and two-factor solutions using oblique 
rotation (promax) rotation for the two-factor solution. See Tables 30 and 31 for a 
comparison of the one- and two-factor models. Examination of the data suggested that the 
two-factor solution yielded the most interpretable and appropriate solution. Although the 
two-factor model only contributed an additional 4.46% of the variance, I felt the items in 
the second factor represented a distinct factor, in that they described situations where 
disclosure was not understood. For this reasons, the two factor-solution was retained for 
further revision. 
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Table 30 
 
Summary of Factor Loadings, Communalities, Eigenvalues, 
and Percentages of Variance for Principal Axis One-Factor 
Solution on MD-HCPS NAD Subscale  
 
 Factor loadings    
Item 1  Communality  
5 .81  .66  
20 .81  .66  
35 .78  .61  
8 .77  .59  
7 .73  .53  
38 .72  .52  
11 .64  .41  
25 .64  .40  
41 .59  .35  
10 .57  .33  
17 .55  .30  
32 .52  .27  
27 .51  .26  
31 .45  .20  
9 .42  .18  
40 .40  .16  
3 .40  .16  
     
Eigenvalue 6.59    
% Variance 38.77    
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Table 31 
 
Summary of Rotated Factor Loadings, Communalities, Eigenvalues, 
and Percentages of Variance for Promax Oblique Principal Axis 
Two-Factor Solution on MD-HCPS NAD Subscale  
 
 Factor loadings    
Item 1 2  Communality  
5 .92 -.12  .73  
8 .85 -.08  .64  
35 .84 -.07  .65  
20 .84 -.02  .68  
38 .70 .04  .53  
7 .69 .06  .53  
11 .59 .09  .41  
25 .55 .12  .40  
17 .45 .14  .30  
10 .42 .22  .33  
27 .37 .19  .26  
9 .32 .14  .18  
3 .29 .15  .16  
31 -.07 .73  .47  
40 -.02 .58  .33  
32 .18 .48  .36  
41 .26 .46  .42  
      
Eigenvalue 6.63 .76    
% Variance 39.00 4.46    
Total variance 43.46     
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Items were then further eliminated from the NAD subscale based on the results of 
the two-factor solution. Items 9 and 3 were removed from the first factor because their 
factor loadings were below .35. Item 41 was removed from the second factor for having a 
significant crossloading onto the first factor. In addition to those items meeting deletion 
criteria, given the large number of items loading onto the first factor, Item 10 was 
removed for having a relatively low loading onto its factor and a relatively high loading 
onto the second factor.  
 I then performed another principal axis factors analysis on the resulting 13-item 
NAD subscale, specifying two factors with promax rotation. The results of this analysis 
suggested that Items 27 and 32 should be eliminated based on poor factor loadings. I 
conducted the analysis again on the remaining 11 items, and present these results in Table 
32. The total amount of variance explained by the two-factor solution is 51.62%. The 
internal consistency estimate for the entire scale is .89. Intercorrelations, means, and 
standard deviations between the 2 NAD factors are listed in Table 33.  
 The first factor accounted for 45.87% of the total variance (eigenvalue = 5.05) 
and consisted of 9 items (5, 7, 8, 11, 17, 20, 25, 35, and 38). This factor had an internal 
consistency estimate of .91. The factor was named Negative Acknowledgment Reactions 
because all the items it contained referred to reactions of the participant or the health care 
provider that the participant perceived as bothersome. A representative item is item 5, “I 
have felt rejected by a health care provider after disclosing.” 
 The second factor consisted of 2 items (items 31 and 40) and accounted for an 
additional 5.75% of the variance. This factor had an alpha of .62. The factor was named 
Unacknowledged Disclosure, as its items referred to situations where participants 
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believed their disclosure communication was not received by the health care provider. A 
representative item is item 40, “Even when I was giving all the signs that I’m gay, a 
health care provider didn’t pick up on it.” 
Table 32 
 
MD-HCPS NAD Subscale Factor Loadings: Two Factor Solution – Maximum 
Likelihood With Promax Rotation 
 
 Factor loadings   
 1 2  Communality 
Factor 1: Negative acknowledgment reactions     
(5) I have felt rejected by a health care provider 
after disclosing. 
.88 -.07  .71 
(8) I have been angry over how a health care 
provider reacted to my disclosure. 
.85 -.09  .66 
(20) I have lost confidence in a health care 
provider because of how they reacted to my 
disclosure. 
.84 -.04  .68 
(35) After they knew I was gay, a health care 
provider’s demeanor became more rigid and steely. 
.81 -.02  .63 
(7) A health care provider has gotten nervous when 
I disclosed. 
.71 .05  .54 
(38) When I disclosed my sexual orientation, a 
health care provider responded with a certain look 
on their face. 
.69 .06  .52 
(11) I have felt traumatized because of how a 
disclosure interaction went. 
.59 .10  .41 
(25) I have wondered if I had gotten worse care 
after a health care provider knew I was gay. 
.55 .11  .37 
(17) I have been subjected to intrusive questions 
after I disclosed. 
.46 .13  .28 
 
 
    (continued)
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Table 32 (continued) 
 
  
 
  
 
  
 Factor loadings   
 1 2  Communality 
Factor 2: Unacknowledged Disclosure     
(40) Even when I was giving all the signs that I’m 
gay, a health care provider didn’t pick up on it. 
-.01 .66  .44 
(31) I have tried to disclose, but a health care 
provider did not seem to understand what I was 
communicating. 
.06 .63  .44 
     
Eigenvalue 5.05 .63   
% Variance 45.87 5.75   
Note. N = 667.  
Total sum of variance explained = 51.62%.  
Item number appears in parentheses.  
Boldface indicates highest factor loadings.  
MD-HCPS = Multidimensional Disclosure to Healthcare Providers Scale. NAD = 
Negative Acknowledgment of Disclosure.  
R = item is reverse scored.  
 
 
Table 33 
 
Intercorrelation, Coefficient Alphas, Means, and Standard Deviations for 
Two Factors of NAD 
 
Factor 1 2  M SD   
1 .91  .49 .76  
2 .39 .62 .29 .65  
        
Note. Coefficient alphas are presented in boldface along the diagonal. 
Total scale coefficient = .89. 
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Final Preliminary MD-HCPS. 
Following the item analyses and exploratory factor analyses, I completed a 
consequent modification of the draft preliminary MD-HCPS. I discarded all items that 
were eliminated during the analyses from the original questionnaire form. This resulted in 
a 62-item final preliminary MD-HCPS. I randomly arranged items in each subscale and 
renumbered. The final preliminary MD-HCPS is presented in Appendix F.  
I computed correlations for the 5 subscales and for all 12 factors (see Tables 34 
and 35). Among the five subscale total scores, several correlations were moderate to 
strong. Participants who had attitudes and beliefs showing openness to disclosure also 
reported more situations where a disclosure interaction might occur, more instances of 
actual disclosure, and more positive acknowledgment of that disclosure. There was a 
weak negative correlation between disclosure attitudes and beliefs and negative 
acknowledgment of disclosure, and between initiation of disclosure and negative 
acknowledgment of disclosure, suggesting that participants who reported more open 
attitudes about disclosure and who had more instances where disclosure might be 
initiated also reported fewer negative disclosure outcomes. 
There were several moderate-to-strong correlations among the factors as well. 
Risk Perception was strongly related to Avoidance of Disclosure and moderately related 
to Active Non-Disclosure, meaning that participants who did not perceive a lot of risk to 
disclosing also did not report avoiding the disclosure interaction. Pro-Gay Stance was 
moderately related to Active Disclosure and Positive Acknowledgment of Disclosure, 
meaning that individuals who had high pro-disclosure attitudes were also reporting more 
direct communication regarding their sexual orientation and experienced more positive 
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outcomes from disclosing. Avoidance of Initiation was moderately negatively correlated 
with both Negative Acknowledgment factors, indicating that individuals who avoided 
disclosure interactions also reported more negative outcomes from their experiences. 
Individuals who involved their partners in their health care also reported they disclosed 
their sexual orientation in a direct manner. There was no linear relationship between 
positive and negative disclosure outcomes. 
Table 34 
 
Correlations Between MD-HCPS Subscales 
Subscale DAB ID DC PAD NAD 
DAB --     
ID .46** --    
DC .60** .53** --   
PAD .40** .49** .50** --  
NAD -.20** -.13** -.03 .07 -- 
Note. N = 565-657. *p < .05. **p < .01.   
DAB = Disclosure Attitudes and Beliefs. ID = 
Initiation of Disclosure. DC = Disclosure 
Communication. PAD = Positive Acknowledgment 
of Disclosure. NAD = Negative Acknowledgment of 
Disclosure. 
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Chapter 5 
Discussion 
There is a great need to better understand the phenomenon of sexual orientation 
disclosure within the healthcare setting. Disclosure of sexual orientation to health care 
providers has the potential for long-lasting consequences on the health, health-seeking 
behaviors, and quality of care of gay men and women. A previous study conducted by the 
author situated the disclosure interaction within a model of predictors and outcomes of 
disclosure (Jamison, 2007), and used empirical methods to create a scale to measure the 
disclosure interaction, the preliminary draft Multidimensional Disclosure to Health Care 
Providers Scale (MD-HCPS). I conducted further refinement and validation of the MD-
HCPS in the present study, reducing the scale from 119 to 62 items and identifying 12 
factors among 5 subscales. In addition, I sought to contribute to the literature on gay and 
lesbian health care by examining the nature and contextual factors of the disclosure 
interaction. Specifically, this study makes several unique contributions to the existing 
research: (a) it advances the scholarly discourse of sexual orientation disclosure by 
utilizing rigorous psychometric methodology to develop a measure to assess sexual 
orientation disclosure to health care providers, (b) it provides empirical evidence for the 
theoretical model developed by previous researchers, while also offering new insights, 
and (c) it employs the strengths of counseling psychology to a topic most often studied in 
the medical and nursing fields.  
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Unique Contributions of the Current Study 
A strength in situating this study within the field of counseling psychology comes 
from the field’s grounding in psychometric methodology (D.-G. Lee & Lim, 2008). Of 
the 12 studies that quantitatively gathered information about disclosure to health care 
providers, few researchers reported in detail how they defined or measured disclosure, 
leaving the reader to make assumptions about what disclosure is and how it was assessed. 
In addition, no researchers reported that their measure was psychometrically developed 
and validated. Therefore, to date no other research examining sexual orientation 
disclosure to health care providers has utilized such rigorous scale construction 
methodology. I followed guidelines set by psychometric experts (Clark & Watson, 1995; 
DeVellis, 1991) in developing the scale. The preliminary draft MD-HCPS was developed 
using focus groups from rural, urban, and mid-sized locations in the Midwest. Experts 
from multiple fields, including counseling psychologists, counseling psychology doctoral 
students, LGBT researchers, and health care providers contributed to the generation of 
items. The current study drew a large, diverse sample of individuals in all 50 U.S. states 
employing the recommended sampling strategies to reach the population (Granello & 
Wheaton, 2004; Riggle et al., 2005). The statistical techniques I used to analyze the data 
were based on established guidelines for scale construction (Floyd & Widaman, 1995; 
D.-G. Lee & Lim, 2008), and included variability statistics, correlational analyses, and 
factor analyses. The resulting scale produced using this methodology can be utilized in 
future studies, allowing hypothesis testing of the theoretical model in Figure 1.  
The use of such rigorous methodology provides strong support for the construct 
validity of the MD-HCPS. The use of focus groups and multiple experts in a previous 
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study generated a large pool of potential items that reflected the underlying concept of 
attitudes and beliefs towards disclosure. In addition, the pool of potential items reflected 
the various dimensions of a disclosure interaction, namely initiation, communication, and 
acknowledgment. Item analyses conducted in this study identified items that did not 
adequately differentiate between groups of individuals along the 5 subscales. In addition, 
the results of the exploratory factor analyses provided evidence for the latent structure of 
the scale in 12 factors. In short, this study provides preliminary evidence that the MD-
HCPS “measures what we think it measures” (Hoyt, Warbasse, & Chu, 2006, p. 770). 
Another unique contribution offered by this study involves using the results of the 
analyses to provide empirical evidence for theories posited by previous researchers. For 
example, researchers have long called the process of deciding to disclose a “risk-benefit 
analysis” (e.g., Brotman et al., 2002; Hitchcock & Wilson, 1992; Institute of Medicine, 
1999; Williams-Barnard et al., 2001). Indeed, findings from this study support this 
assertion. The factors of the DAB subscale are Risk Perception and Pro-gay Stance, 
suggesting that there are two parallel processes involved in approaching a disclosure 
situation. Within the Risk Perception factor, participants are making judgments regarding 
the dangerousness of disclosing. Conversely, they are identifying the positive reasons to 
do so in the Pro-Gay Stance factor. A new finding provided by this study is that these two 
factors were not correlated. Therefore, their relationship is not linear, meaning that there 
is not a general trend of increase or decrease in the Gay Stance factor when the Risk 
Perception factor increases. Previous researchers were unable to assert such a relationship 
given their use of qualitative methodology.  
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Another result that is consistent with previous research involves the DAB and ID 
subscales. In articulating their theory about the social-psychological processes involved 
in lesbians’ disclosure decision-making, Hitchcock and Wilson (1992) posited a two-
phase model. The “anticipatory phase” refers to processes that occur prior to a health care 
interaction, and includes the development of imagined scenarios and the collection of 
information to determine the risk level associated with disclosure. The “interactional 
phase” is marked by searching for verbal and nonverbal cues that indicate a safe or 
unsafe environment. The anticipatory phase of this model relates to the DAB subscale of 
the MD-HCPS, in that it requires individuals to rely on their internal thinking and feeling 
states as manifested by their attitudes and beliefs to make judgments about potential 
health care situations. In addition, scouting out health care providers and searching for 
verbal and nonverbal cues are major areas assessed by the Initiation of Disclosure 
subscale. One aspect of the ID subscale that is divergent from previous research is the 
addition of a focus on agency of initiation, in that it recognizes health care providers, and 
not only patients, as powerful initiators of the disclosure interaction.  
A final result of the factor analyses that is consistent with previous research 
concerns the Disclosure Communication subscale. The “interactional stances” of 
Hitchcock and Wilson’s (1992) study include active disclosure, passive disclosure, 
passive nondisclosure, and active nondisclosure. Fish (2006) replicated their findings in 
her qualitative study of seven focus groups. Eliason and Schope (2001) developed these 
stances into a single question for their study, with each stance represented by one 
response choice. The factor analysis of the DC subscale closely aligns with the previous 
research in identifying active disclosure, active nondisclosure, and passive disclosure as 
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the three factors. Passive nondisclosure was not represented; this was an artifact of the 
items that were discarded during the item analysis phase.  
In addition to corroborating previous research, several of the findings of this study 
provide insights not identified previously. For example, within the ID and DC subscales, 
there was an interesting finding. Previous researchers have not distinguished between 
asking about one’s sexual orientation, sexual behavior, or partnership status, assuming 
each phrasing was essentially the same question. Results from this study suggest that 
although similar, these are three distinct constructs as evidenced by the strength of the 
correlations between them (ranging between .27 and .58). Likewise, previous research 
suggested there was little difference in the information patients might give to their 
providers through verbal disclosure, including stating they were gay, correcting a health 
care provider’s use of pronouns, or disclosing the gender of their sexual partners. Again, 
the strengths of the correlations are moderate among these three phrasings, ranging from 
.38 to .45. Both of these examples demonstrate there are clear nuances in the disclosure 
interaction not measured by previous scales.  
Another major contribution of this study comes from identifying which aspects of 
disclosure acknowledgment are judged to contribute to positive interactions or negative 
ones. With the development of the PAD and NAD subscales, no assumptions were made 
about what scenarios participants might interpret as positive and negative. Instead, for 
each scenario endorsed, individuals were asked to judge whether that situation was 
helpful or bothersome to them. Questions were purposefully structured in this way so as 
not to assume a particular scenario was helpful or bothersome. For example, the scenario 
“When I disclosed, a health care provider didn’t skip a beat” could be viewed as positive 
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(in that the provider took the information in stride) or negative (in that the provider might 
be ignoring the disclosure). In this example, only 1% of responders indicated such a 
reaction was bothersome. For almost every scenario, 97.00% or more of participants 
agreed whether a scenario was helpful or not, providing strong evidence that there are 
near universal understandings of what constitutes positive and negative acknowledgment 
reactions. One notable exception was whether or not a health care provider recorded a 
patient’s sexual orientation in the chart. A majority (57.77%) had no opinion, just over 
one quarter (27.23%) found it bothersome, and the remainder (15.04%) found it helpful.  
 A final unique contribution of this study lies in the fact that it is situated within 
the field of counseling psychology. To date, this is the first study within this field on the 
subject of sexual orientation disclosure to health care providers. This study sought to 
bring the strengths of counseling psychology to the previous research conducted largely 
in medical and nursing fields. Traditionally, the field of counseling psychology has 
specialized in the analysis and promotion of optimal “personal and interpersonal 
functioning across the lifespan and on emotional, social, vocational, educational, health-
related, developmental and organizational concerns” (American Psychological 
Association, 1999, p. 589). To accomplish these aims, counseling psychologists are 
trained in a range of theory, research, and practice that can help people improve their 
well-being, alleviate distress and maladjustment, and increase their ability to live more 
highly functioning lives. Because disclosure to health care providers is a health-related 
interpersonal interaction that occurs throughout the lifespan in an organizational context, 
with significant social and emotional consequences, counseling psychology is uniquely 
positioned to make advances in the research on disclosure. I began by situating the 
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disclosure interaction within a comprehensive theoretical model that addressed multiple 
systems and shareholders.  I evaluated the social aspects of the disclosure interaction and 
determined it consisted of multiple dimensions. I generated potential items attending to 
each dimension, with a focus on emotional components. Conclusions of this and future 
studies will help drive interventions at the individual, organizational, and systems levels. 
 
Limitations of the Current Study 
There are several limitations associated with the current study, including 
population limitations. This study sought to include a diverse sample of participants with 
respect to age, gender, ethnicity, race, geographic location, education, and health care 
experiences. This was achieved for age, gender, geographic location, and health care 
experiences. However, most participants had higher than average formal education levels, 
with roughly three-fourths having a Bachelor’s degree or higher level of education. In 
addition, the sample was not as racially or ethnically diverse as the population of the U.S. 
Only 16.6% of participants represented ethnic and racial minority groups compared to 
34.6% of the U.S. population as a whole (U.S. Census Bureau, 2008); Black, Asian, 
Latino, Native American and Pacific Islander populations were underrepresented. At the 
same time, no data exist to accurately identify what percentage of the U.S. population of 
ethnic or racial minority groups identify as lesbian, gay, or some other same-sex-loving 
label. Given these population limitations, further pilot testing of the final draft MD-HCPS 
is recommended to include individuals with lower levels of formal education and a higher 
representation of individuals of diverse racial/ethnic backgrounds to ensure that the scale 
captures the variety of their disclosure experiences. 
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Further, this study only included individuals who identified as gay or lesbian and 
had not engaged in opposite-sex relationships in the previous 12 months. In using these 
inclusion and exclusion criteria, I measured sexual identity in a static fashion. However, 
this dichotomizes identity, behavior, and attraction, which in reality are more fluid 
(Fassinger & Arseneau, 2007; Garnets, 2002; Savin-Williams, 2001).  
Given that this is the first methodologically rigorous attempt to operationalize 
disclosure to health care providers, it is not surprising that three of the five subscales 
(Disclosure Attitudes and Beliefs, Initiation of Disclosure, and Disclosure 
Communication) have lower than recommended internal consistency estimates. Clark and 
Watson (1995) recommended a coefficient alpha of at least .80; the three subscales in 
question were below this cutoff (.78, .75, and .67, respectively). Within these three 
subscales, several of the factors had estimates above .80, including DAB-Risk 
Perception, DAB-Pro-gay Stance, and ID-Health Care Provider Driven Initiation. The 
most likely reason for the lower alpha scores is the fact that most factors only had two to 
four items. Clark and Watson advise writing new items for too-brief scales to achieve 
better internal consistency.   
Finally, the decision to retain the focus on “global” experiences was made in the 
author’s previous study after examining feedback in which every participant indicated 
that the totality of their previous disclosure experiences was a more important influence 
on their health care than any subset of their experiences. However, a downside to this 
decision may be that the MD-HCPS measures certain aspects of disclosure interactions 
with less accuracy due to its focus on measuring global experiences, as opposed to “high” 
and “low” experiences, or proximal experiences. It is unknown how this may affect the 
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ability of the scale to measure aspects that might impact the health seeking behaviors of 
gay men and lesbians. For example, scale scores may change little over time or after 
interventions because the MD-HCPS measures a lifetime of experiences. This may make 
it difficult to determine the effectiveness of such interventions. There is, however, no 
known reason that researchers could not adapt the scale and confine the scope of 
participant responses to a particular experience or to a given time period. Such revisions 
would require further psychometric testing to ensure that the scale is valid and reliable for 
these purposes. Researchers in the future may also wish to measure more proximal and 
distal experiences and then examine various pathways and causal models that can help 
bring to light the relationships between the variables and sexual orientation disclosure. 
 
Implications for Future Research and Interventions 
Findings from this study have several implications for future research and 
interventions from a variety of stakeholders. This section will detail these implications by 
addressing model testing and interventions on individual, organizational, and systems 
levels. In addition, I will suggest research and interventions in the fields of counseling 
psychology and communications studies. 
In terms of model testing, future research could explore the relationships among 
the disclosure interaction with the antecedents and corollaries in the model outlined in 
Figure 1. A study might explore which aspects of a disclosure interaction are related to 
positive outcomes, for example, by examining the role of health care provider-driven 
initiation and active disclosure communication. Studies might investigate various 
antecedents of the model and see if the gender of the provider, or the geographic region 
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of the clinic, or the age of the participant is linked to a particular type of disclosure. If 
differences are found by provider or patient characteristics, these findings could be 
utilized in tailoring interventions.  
This study provides many suggestions for interventions on the individual level. 
Providers working with gay and lesbian patients can validate their process of going 
through a risk-benefit analysis of deciding whether to disclose, and help identify 
additional ways they might gather information to better inform their decision.  Educators 
working with health care providers can facilitate learning about the impact of the 
disclosure interaction on health outcomes, and how important it is for gay and lesbian 
patients to have positive interactions. They can also teach providers simple techniques to 
facilitate a positive interaction, such as phrases to use to affirm the patient’s disclosure 
statement or showing interest in the patient’s partner. They could discuss with providers 
the concern that some patients have regarding risking the bond they have formed with 
their provider, and help them learn how to address this possibility with a patient. They 
can further help providers navigate more ambiguous situations, such as discussing with a 
patient whether or not they wish to have their sexual orientation recorded in their chart 
instead of assuming it will always be welcome.  
On the institutional level, health care institutions can be encouraged to adopt non-
discrimination policies for gay and lesbian patients. They can have clearly outlined and 
accessible grievance procedures for patients who have a negative interaction. They could 
implement training for all clinic staff on their policies and procedures. Further, they 
might develop training modules whereby health care providers could role-play several 
disclosure interactions, encouraging adoption of positive behaviors and addressing any 
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heterosexist or homophobic behaviors. Schools training providers could include such 
modules in their curricula, along with material outlining specific gay and lesbian health 
needs. Organizations with gay and lesbian members could hold gay and lesbian health 
fairs, distributing information packets on how to scout out gay-friendly health care 
providers. They could also arrange formal or informal support groups for individuals who 
have chronic illnesses or frequent interactions with health care providers.  
Additional interventions could take place on a systems level. Policy makers could 
be contacted by stakeholders who might share information about the importance of 
addressing gay and lesbian health disparities and the need to address homophobia and 
heterosexism in the health care system. Insurance companies could provide lists of gay-
friendly providers to their patients. Lawmakers could pass legislation protecting gay and 
lesbian patients’ rights, including the right to gay-affirming healthcare. Finally, 
psychologists could address gay and lesbian health care needs from a social justice 
framework and advocate on their patients’ behalves.   
 In addition to informing potential interventions at the individual, organizational, 
and systems levels, this study makes contributions directly to the field of counseling 
psychology. For example, the findings can help counseling psychologists better 
understand sexual orientation identity development. They also provide insight into how 
gay and lesbian individuals navigate life daily with a stigmatized identity. Further, 
researching the phenomenon of sexual orientation disclosure to health care providers is a 
natural extension of the core foundations of counseling psychology, including 
multiculturalism and diversity, human development (including identity development), 
education, and social justice. More concrete uses of the MD-HCPS may also be helpful to 
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counseling psychologists in private practice. For example, they might use the MD-HCPS 
to gather information from their clients regarding their previous health care experiences. 
They might also benefit from using this measure to help clients think through issues 
related to medical care.  
 Another field in which this topic has received little attention is communication 
studies. As disclosure occurs within the context of interpersonal communication, research 
on the identity, relational, and instrumental goals inherent in most communication 
(O'Keefe & McCornack, 1987) would likely contribute greatly to our understanding of 
the disclosure interaction. Further, findings in this area support the importance of 
maintaining one’s identities in social interactions (O'Keefe, 1995). Recent research has 
suggested that goals and behaviors perform in dynamic yet interconnected ways 
throughout an interaction, especially in interactions where conflict is central (Keck & 
Samp, 2007). Communication researchers might utilize the MD-HCPS along with other 
measures to examine how gay and lesbian individuals meet identity, relational, and 
instrumental goals through the disclosure interaction, and how their identities are 
influenced by these social interactions with health care providers.  
 
Suggestions for Further MD-HCPS Refinement 
Additional items should be generated for the four factors with low internal 
consistency estimates: ID-Sexual-behavior related initiation, ID-Partner-related initiation, 
DC-Passive disclosure, and NAD-Unacknowledged disclosure. The revised scale should 
be administered to a sample of several hundred participants and further psychometric 
validation studies should be conducted, including confirmatory factor analysis. In 
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addition, cluster analysis is necessary to examine the latent structure between the 
subscales and factors. Differential item analysis should be conducted to explore group 
differences (e.g., gender, race/ethnicity, education level, level of outness). It was not 
appropriate to conduct these studies at this stage, as the current study was exploratory in 
nature, seeking to develop a scale for a construct never before measured using rigorous 
psychometric methods.  The factors need further refinement before conducting 
confirmatory factor analysis, cluster analysis, and differential item analysis. 
Although this study produced evidence of construct validity, additional studies are 
needed to establish other forms of validity, most notable convergent and discriminant 
validity. The MD-HCPS is the first scale of its kind, which warrants further testing along 
with scales that measure related constructs. There are several reliable and validated scales 
in the communication literature that would be appropriate to include in further 
psychometric testing. The Interpersonal Communication Competence Scale (Rubin & 
Martin, 1994) measures 10 dimensions of communication competence including self 
disclosure, assertiveness, and interaction management. The Medical Communication 
Competence Scale (Cegala, Coleman, & Turner, 1998) measures the socioemotional 
communication and information exchange (including seeking, giving, and verifying 
information) between a doctor and a patient. Topic Avoidance (Guerrero & Afifi, 1995) 
gathers information about eight topics that are commonly avoided, including 
relationships, sexual experiences, and negative life experiences, as well as motivations 
for avoiding such topics, including self-protection, relationship protection, and social 
inappropriateness. Each of these scales measures constructs similar to the MD-HCPS and 
could be used to establish convergent and discriminant validity. 
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Once the scale has undergone appropriate further refinement and validation 
studies, it can be used in research that seeks to further understand the dynamics of gay 
and lesbian health care, including the health disparities evident in this population. The 
MD-HCPS has the potential to more accurately measure of the construct of disclosure 
than any previous scales. In turn, better measurement will allow for additional theory 
building and for the development of tailored, targeted, and effective interventions. The 
MD-HCPS also has the potential to help researchers better understand the associations 
between disclosure and patient-provider communication, patient satisfaction, adherence 
to treatment, and subsequent health outcomes. Results from future studies may identify 
targeted interventions designed to create more positive disclosure experiences for gay 
men and women, which have far-reaching consequences for this population. 
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Study Disclosure Measure Response Options HCP 
Bergeron & Senn 
(2003) 
Have you told your primary health care 
provider about your sexual orientation? 
Yes, I volunteered the information without being 
asked 
Yes, I told him/her when asked 
I was asked, but I did not reveal this information 
No, I have not told him/her but I would like to 
No, I have not told him/her and I would prefer not to 
Other  
One 
Bergeron & Senn 
(2003) 
Of all the health care providers you see 
or have seen, which ones have you 
disclosed your sexual orientation to? 
Blank space provided for participants to write down 
coded HCPs; this information was then 
coded into none, some, or all 
Many 
Cochran & Mays 
(1988) 
To what degree is your physician was 
aware of your sexual orientation? 
Physician does not know 
Physician may suspect 
Physician knows but topic not actually discussed 
Physician knows and topic has been discussed 
One 
DeHart (2008) I tell health care providers about my 
sexual orientation 
1 (Not at all) 
2 
3 
4 
5 (Very much) 
Many 
Eliason and Schope 
(2001) 
[Regarding your most recent experience 
with healthcare] did you… 
Directly tell the health care provider your sexual 
identity? 
Indirectly tell by mentioning a partner or assuming 
the health care provider knew? 
Avoid questions about sexuality or not volunteer 
any information? 
Lie about your sexuality? 
One 
Klitzman & 
Greenberg (2002) 
Have you told your doctor your sexual 
orientation? 
Yes 
No 
One 
Lehmann, Lehmann, 
& Kelly (1998) 
Have you ‘come out’ to your health 
care provider? 
Yes 
No 
One 
Lehmann, Lehmann, 
& Kelly (1998) 
Has your health care provider asked 
about your lifestyle? 
Yes 
No 
One 
Martinson, Fisher, & 
DeLapp (1996) 
How many…health professionals knew 
your sexual orientation? 
Blank for participant to fill in number Many 
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Study Disclosure Measure Response Options HCP 
Polek, Hardie, and 
Crowley (2008) 
Have you told your health care provider 
(the one you see most often) about your 
sexual orientation? 
Yes, I volunteered the information without being 
asked. 
Yes, but only after she or he asked me. 
No, but I would tell if she or he asked. 
No, but I assume she or he knows. 
No, I would not tell even if she or he asked. 
One 
Steele, Tinmouth, & 
Lu (2006) 
I have told my regular doctor (family, 
GP) that I am lesbian/gay/bisexual 
Yes 
No 
One 
Steele, Tinmouth, & 
Lu (2006) 
The (family doctor, GP) I have seen 
most often has not assumed I am 
heterosexual but has asked me what my 
sexual orientation is. 
Yes 
No 
One 
Stein & Bonuck 
(2001) 
Has your health care provider asked 
you your sexual orientation? 
Yes 
No 
One 
Stein & Bonuck 
(2001) 
Have you told your main health care 
provider that you are gay or lesbian? 
Yes 
No 
One 
Van Dam, Koh, & 
Dibble (2001) 
How often have your previous health 
care providers known your sexual 
orientation? 
Never 
Sometimes 
Most of the time 
Always 
Many 
Van Dam, Koh, & 
Dibble (2001) 
How did your providers learn your 
sexual orientation? 
Assumed correctly 
Asked in writing 
Provider/staff asked verbally 
Offered without being asked 
Provider/staff asked verbally or in writing 
Many 
White and Dull 
(1998) 
How open are you to your primary 
health care provider about your sexual 
orientation? 
1 (Not at all) 
2 
3 
4 
5 (Very much)  
One 
White and Dull 
(1998) 
Check the category with most directly 
applies to you: 
I am “out” to all my HCPs 
I am “out” to some of my HCPs 
I am “out” to my primary HCP 
I never said anything but I think they all know 
I don’t know if any of them knows 
I am not “out” to any HCPs 
I have no HCP 
Other 
Many 
 167 
Study Disclosure Measure Response Options HCP 
White and Dull 
(1998) 
How did your primary health care 
provider learn about your sexual 
orientation? 
The provider opened the topic 
You said something first 
Not applicable 
Other 
One 
White and Dull 
(1998) 
How comfortable was your discussion 
when your primary health care provider 
learned about your sexual orientation? 
1 (Not at all comfortable) 
2 
3 
4 
5 (Extremely comfortable) 
One 
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Appendix B 
 
Draft Preliminary Multidimensional Disclosure to  
Health Care Providers Scale (MD-HCPS) 
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Multidimensional Disclosure to Health Care Providers Scale (MD-HCPS) 
PRELIMINARY SCALE 
 
The following questionnaire will ask you about your thoughts, feelings, and experiences 
regarding your sexual orientation and your interactions with health care providers. The 
term “gay,” used throughout the questionnaire, is shorthand and refers to individuals who 
identify as same-gender-loving; this may include the labels of gay, lesbian, queer, men 
who have sex with men (MSM), men who partner with men (MPM), women who have 
sex with women (WSW) and women who partner with women (WPW).  Feel free to 
substitute the label you identify with when answering the questions.   
 
 
Disclosure Attitudes and Beliefs 
Below are some statements describing different attitudes or beliefs some people have 
about disclosing their sexual orientation (“coming out”) to health care providers. Health 
care providers may include any trained professional whom you have seen regarding your 
physical health; this may include doctors, nurses, chiropractors, dentists, specialists, or 
physician’s assistants.  What is important is that you consider them a physical health care 
provider.  This should NOT include mental health care providers, such as therapists, 
counselors, psychologists, social workers, or anyone else you might see for your mental 
health. 
 
For each statement, think about how you generally feel at the present time.  Please 
indicate how much you agree or disagree with each statement.  There are no right or 
wrong answers. 
 
In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
1. I believe health care providers 
assume their patients are straight 
until the patient says otherwise. 
       
2. Thinking about disclosing my 
sexual orientation to health care 
providers usually makes me 
anxious. 
       
3. I need to disclose my sexual 
orientation to my health care 
providers in order to get optimal 
health care. 
       
4. I don’t really care whether or not 
health care providers know my 
sexual orientation. 
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In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
5. I usually prepare myself before I 
discuss my sexual orientation 
with health care providers, by 
thinking about what I want to say, 
figuring out if it is safe to 
disclose, etc.   
       
6. I believe medical schools do a 
good job educating health care 
providers on gay or lesbian health 
care issues. 
       
7. If a health care provider responds 
well to my disclosure, I know I 
can trust them with my physical 
care. 
       
8. My sexual orientation has nothing 
to do with my physical health. 
       
9. By disclosing my sexual 
orientation, I can speak more 
freely with my health care 
providers. 
       
10. Unless a health care provider asks 
me what my sexual orientation is, 
I don’t volunteer that 
information. 
       
11. I would never disclose my sexual 
orientation unless I knew I could 
trust the health care provider. 
       
12. With health care providers, my 
philosophy is to disclose on a 
need-to-know basis. 
       
13. I get tired of having to educate 
health care providers about my 
sexual orientation. 
       
14. My sexual orientation is not 
always relevant to my health care 
visit. 
       
15. Disclosing my sexual orientation 
can mean risking the bond I’ve 
formed with a health care 
provider. 
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In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
16. Anytime a health care provider 
assumes I am straight is an 
opportunity for disclosure. 
       
17. There are other ways to 
communicate my sexual 
orientation to a health care 
provider besides saying “I am 
gay.” 
       
18. The identity of “gay,” “lesbian,” 
or “queer” is very important to 
me. 
       
19. Disclosing my sexual orientation 
to health care providers is a risky 
thing to do. 
       
20. Being out to my health care 
providers is a way I can help 
advance gay rights for everyone. 
       
21. Disclosing my sexual orientation 
to health care providers is no 
different than disclosing my 
gender, age, or race. 
       
22. I trust that health care providers 
treat my sexual orientation as 
confidential information. 
       
23. It is a very personal thing to 
reveal my sexual orientation to 
health care providers. 
       
24. Disclosing my sexual orientation 
can help health care providers ask 
more relevant questions about my 
health. 
       
25. I feel more comfortable 
discussing my sexual orientation 
with female health care providers. 
       
26. There is a chance of rejection 
after disclosing my sexual 
orientation to health care 
providers. 
       
 172 
In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
27. The race or ethnicity of the health 
care provider can have an impact 
on my decision to disclose my 
sexual orientation. 
       
28. It’s not important to disclose your 
sexual orientation to health care 
providers. 
       
29. I would not disclose to a health 
care provider who knew my 
family.  
       
30. There are some parts of the 
country where it’s not safe to 
disclose your sexual orientation to 
health care providers. 
       
31. You can’t control what a health 
care provider does with your 
disclosure after you have come 
out to them. 
       
32. I involve my partner in my health 
care. 
       
33. If a health care provider responds 
poorly to my disclosure, I know I 
cannot trust them with my 
physical care. 
       
34. I seek health care differently when 
it is related to my sexual 
orientation. 
       
35. It is easy to find a GLBT-friendly 
health care provider where I live. 
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Health Care Visits 
 
The following questions ask about your encounters with health care providers over your 
lifetime. Health care providers may include any trained professional whom you have 
seen regarding your physical health; this may include doctors, nurses, chiropractors, 
dentists, specialists, or physician’s assistants.   What is important is that you consider 
them a physical health care provider.  This should NOT include mental health care 
providers, such as therapists, counselors, psychologists, social workers, or anyone else 
you might see for your mental health. 
 
For each statement, think about whether the scenario has happened to you, and then 
indicate how false or true the statement is.  Although some statements may seem very 
similar, it is important to consider only what each exact statement is asking about.  If you 
feel that the statement does not apply to you, mark “very false.” 
 
 
Regarding my previous health care visits,                  
the statement is….   
Very 
False 
Somewhat 
False 
Not sure Somewhat 
True 
Very 
True 
1. I have gone to a GLBT-friendly health care 
provider who was recommended by a GLBT friend 
or organization. 
     
2. A health care provider has asked me about birth 
control or chance of pregnancy. 
     
3. I knew that if I didn’t bring up my sexual 
orientation, a health care provider would never ask 
about it.  
     
4. I have avoided asking certain questions I wanted 
answers to because it would have meant 
disclosing. 
     
5. I have wanted my partner to be treated like family 
by a health care provider. 
     
6. A health care provider has asked about a husband 
or wife, or used similar language that assumed I 
was straight. 
     
7. I have unintentionally disclosed my sexual 
orientation to a health care provider. 
     
8. I have asked a health care provider for an HIV 
test. 
     
9. I have delayed or avoided disclosing my sexual 
orientation because I didn’t want to lose the bond I 
had formed with a health care provider. 
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Regarding my previous health care visits,                  
the statement is….   
Very 
False 
Somewhat 
False 
Not sure Somewhat 
True 
Very 
True 
10. Intake forms at a health care provider’s office have 
asked about my sexual behavior (e.g., “Do you 
have sex with men, women, both, or neither?”). 
     
11. Intake forms at a health care provider’s office have 
asked about my sexual orientation (e.g., “Are you 
gay, lesbian, bisexual, transgender, straight?”). 
     
12. Intake forms at a health care provider’s office have 
asked about my partnership status instead of my 
marital status. 
     
13. I have monitored a health care provider’s 
demeanor to get some clues about how they might 
respond to my disclosure. 
     
14. I have seen signs in the office of a health care 
provider that were GLBT-friendly (gay pride 
symbols, inclusive literature or posters, office 
decorations, diverse staff, etc.). 
     
15. I have sought health care about a presenting 
concern that was directly related to my sexuality 
or sexual behavior. 
     
16. A health care provider has asked about my sexual 
orientation as a standard part of their intake. 
     
17. A health care provider has used inclusive language 
from the start of my visit. 
     
18. The geographic location (section of the city, area 
of the country) of a health care provider has told 
me whether it was okay to disclose there. 
     
19. My partner has come with me when I visited a 
health care provider. 
     
20. I have worn a gay symbol (pride t-shirt, pride 
jewelry, HRC pin, etc.) to see if a health care 
provider would pick up on my clues. 
     
21. A health care provider has asked if I was sexually 
active, and with whom, instead of assuming I was 
straight. 
     
22. I have avoided healthcare so I wouldn’t have to 
disclose my sexual orientation. 
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Regarding my previous health care visits,                  
the statement is….   
Very 
False 
Somewhat 
False 
Not sure Somewhat 
True 
Very 
True 
23. A health care provider has discussed sexually 
transmitted infections with me. 
     
24. I have delayed or avoided disclosing my sexual 
orientation to a health care provider because I had 
not yet formed a bond with them. 
     
25. I have seen a health care provider where there 
wasn’t an opening for me to disclose. 
     
26. I have seen a health care provider who identified 
as gay, lesbian, bisexual or transgender. 
     
 
 
 
 
Disclosure Communication 
 
The following statements describe many different ways that people can communicate or 
hide their sexual orientation from a health care provider during a health care visit. Health 
care providers may include any trained professional whom you have seen regarding your 
physical health; this may include doctors, nurses, chiropractors, dentists, specialists, or 
physician’s assistants.  What is important is that you consider them a physical health care 
provider.  This should NOT include mental health care providers, such as therapists, 
counselors, psychologists, social workers, or anyone else you might see for your mental 
health. 
 
Think about whether each statement has happened to you during your previous health 
care visits, and then indicate how false or true the statement is.  Although some 
statements may seem very similar, it is important to consider only what each exact 
statement is asking about.  If you feel that the statement does not apply to you, mark 
“very false.” 
 
Regarding my previous health care visits,                 
this statement is…   
Very 
False 
Somewhat 
False 
Not 
sure 
Somewhat 
True 
Very 
True 
1. I have corrected a health care provider’s language 
(husband/wife, him/her, etc.) when they asked 
about my relationship(s). 
     
2. I have disclosed my sexual orientation by telling 
a health care provider that:                                        
(If you are female): “I only have sex with 
women.”                                                                  
(If you are male): “I only have sex with men.” 
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Regarding my previous health care visits,                 
this statement is…   
Very 
False 
Somewhat 
False 
Not 
sure 
Somewhat 
True 
Very 
True 
3. I have told a health care provider I was “gay,” 
“lesbian,” or “queer” to communicate my sexual 
orientation. 
     
4. I have written on intake forms I was “lesbian,” 
“gay,” or “queer,” whether or not there was a 
space to do so. 
     
5. I was not sure if a health care provider I saw 
knew I was gay. 
     
6. I have told a health care provider that “I did not 
need birth control” or that “there was no chance 
of pregnancy” but did not tell them I was gay. 
     
7. I have lied to a health care provider to avoid 
disclosing my sexual orientation. 
     
8. I have assumed a health care provider knew what 
my sexual orientation was. 
     
9. I have given a health care provider clues about 
my sexual orientation without coming right out 
and saying I was gay. 
     
10. I have purposefully avoided disclosure in such a 
way that I was able to answer all of a health care 
provider’s questions honestly without coming 
out.  
     
11. Somehow a health care provider knew I was gay, 
but I had no idea how they knew.  
     
12. A health care provider could tell I was gay just 
because of my appearance and demeanor. 
     
13. I have talked about “my partner” or 
“girlfriend/boyfriend” to a health care provider. 
     
14. I have seen a health care provider and kept my 
sexual orientation hidden. 
     
15. During a visit, my partner and I have acted like 
we do in any other setting (e.g., holding hands, 
not changing any of our typical couple 
behaviors). 
     
16. I have avoided answering certain questions to 
keep from disclosing my sexual orientation.  
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Regarding my previous health care visits,                 
this statement is…   
Very 
False 
Somewhat 
False 
Not 
sure 
Somewhat 
True 
Very 
True 
17. I have wanted to disclose my sexual orientation 
to a health care provider, but did not. 
     
 
 
Disclosure Acknowledgment & Reactions 
 
The following statements describe different situations that may happen once a patients 
gay or lesbian identity is known. Health care providers may include any trained 
professional whom you have seen regarding your physical health; this may include 
doctors, nurses, chiropractors, dentists, specialists, or physician’s assistants.  What is 
important is that you consider them a physical health care provider.  This should NOT 
include mental health care providers, such as therapists, counselors, psychologists, social 
workers, or anyone else you might see for your mental health. 
 
For each of the statements, please indicate if what is described has ever happened to you, 
and to what degree you found it helpful or bothersome. If a statement has happened to 
you more than once, please pick the time you recall most clearly and then answer the 
question. If you feel a statement does not apply to you, mark “no” in the first section. 
 
Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
1. A health care provider has tried to 
tell me I’m not gay. 
        
2. A health care provider has helped 
me feel more comfortable as soon 
as I disclosed. 
        
3. A health care provider has told me 
my partner was not a family 
member. 
        
4. A health care provider has told me 
my sexual orientation is immoral.  
        
5. I have felt rejected by a health care 
provider after disclosing. 
        
6. A health care provider was 
knowledgeable about lesbian/gay 
health issues. 
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Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
7. A health care provider has gotten 
nervous when I disclosed. 
        
8. I have been angry over how a 
health care provider reacted to my 
disclosure. 
        
9. A health care provider has treated 
me like I was promiscuous after 
they knew I was gay. 
        
10. I have felt like I was the first gay 
person a health care provider had 
ever seen.   
        
11. I have felt traumatized because of 
how a disclosure interaction went. 
        
12. A health care provider has 
encouraged my partner to be there 
for me. 
        
13. When I disclosed, a health care 
provider left the room 
unexpectedly. 
        
14. I have had to leave a situation 
because of how a health care 
provider responded to my 
disclosure. 
        
15. I saw a health care provider record 
my sexual orientation in my chart. 
        
16. I have gotten better, more relevant 
care after I disclosed my sexual 
orientation. 
        
17. I have been subjected to intrusive 
questions after I disclosed. 
        
18. After they knew I was gay, a 
health care provider has taken 
extra precautions (putting on extra 
gloves, mask, gown, etc.) before 
examining me. 
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Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
19. When I disclosed, a health care 
provider didn’t skip a beat. 
        
20. I have lost confidence in a health 
care provider because of how they 
reacted to my disclosure. 
        
21. I have had a good disclosure 
experience. 
        
22. After I disclosed my sexual 
orientation, a health care provider 
wouldn’t treat me unless I got an 
AIDS test. 
        
23. I have had to explain to a health 
care provider what it means to be 
gay. 
        
24. I have disclosed to a health care 
provider and felt no sense of 
judgment. 
        
25. I have wondered if I had gotten 
worse care after a health care 
provider knew I was gay. 
        
26. There has been an occasion when I 
did not pay any attention to a 
health care provider’s reaction 
after I disclosed my sexual 
orientation. 
        
27. I know I felt discriminated against, 
but I could not tell if it was due to 
my sexual orientation or to some 
other reason (race/ethnicity, 
gender, disability, etc.). 
        
28. A health care provider has 
assumed I had AIDS after they 
knew I was gay. 
        
29. I have been offended by a health 
care provider’s reaction to my 
disclosure. 
        
 180 
Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
30. When I disclosed, a health care 
provider has asked questions about 
my relationship (how’s your 
partner, do you two have children, 
how long have you been together, 
etc.). 
        
31. I have tried to disclose, but a health 
care provider did not seem to 
understand what I was 
communicating. 
        
32. A health care provider was unable 
to answer questions I had 
regarding a gay/lesbian health 
issue. 
        
33. When I disclosed my sexual 
orientation, there was a genuine 
sense of support and understanding 
from a health care provider. 
        
34. I have felt judged by a health care 
provider after I disclosed. 
        
35. After they knew I was gay, a 
health care provider’s demeanor 
became more rigid and steely. 
        
36. A health care provider has 
discouraged me from having an 
HIV test after they knew I was 
gay. 
        
37. I have left a health care visit 
feeling good about the disclosure. 
        
38. When I disclosed my sexual 
orientation, a health care provider 
responded with a certain look on 
their face. 
        
39. A health care provider has shown 
no reaction to my disclosure. 
        
40. Even when I was giving all the 
signs that I’m gay, a health care 
provider didn’t pick up on it. 
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Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
41. A health care provider has 
responded to my questions 
regarding lesbian/gay health 
concerns dismissively. 
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Appendix C 
 
Sociodemographic Questionnaire  
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Gay and Lesbian Health Care Study 
Sociodemographic Questionnaire 
 
 
SECTION I: BACKGROUND INFORMATION 
 
1. Age: __________      
         
2. What is your gender identification?  
  Female  
  Male      
  Transgender: MTF 
  Transgender: FTM      
  Other:____________________ 
 
3. Do you identify as Hispanic/Latino? (mark all that apply) 
  Yes: Mexican, Mexican American, Chicano/a 
  Yes: Puerto Rican 
  Yes: Cuban 
  Yes: Other Hispanic/Latino: ____________________ 
  No, not Hispanic or Latino   
    
4.  What is your racial/ethnic identification? (mark all that apply) 
  American Indian or Alaska Native 
  Asian 
  Black or African American 
  Hispanic or Latina/o 
  Native Hawaiian or Other Pacific Islander 
  White or Caucasian 
  Other: ____________________ 
 
5. What is your partnership/marital status? 
  Single/never married or in a formalized partnership 
  Cohabiting/Living together 
  Formalized partnership/Married 
  Divorced/Separated 
  Widowed 
 
6. In what zip code do you currently live? (this information is requested to help ensure we 
have participants from all over the United States) 
 
_________________________________________ 
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7. Last year, what was your personal annual income? (please do not include income from 
other household members) 
  below $9,999  $60,000 - $69,999 
  $10,000 - $19,999  $70,000 - $79,999 
  $20,000 - $29,999  $80,000 - $89,999 
  $30,000 - $39,999  $90,000 - $99,999 
  $40,000 - $49,999  over $100,000 
  $50,000 - $59,999  
 
8. What is the highest level of education that you have completed? 
  Less than 8th grade 
  9th to 12th grade, no diploma 
  High school graduate (includes equivalency) 
  Some college, no degree 
  Associate’s degree 
  Bachelor’s degree 
  Advanced degree (for example, Master’s, Ph.D., J.D.) 
 
9. What is your current employment status? 
  Full-time paid employment (30 hours or more per week) 
  Part-time paid employment (less than 30 hours per week) 
  Self-employed 
  Unemployed, looking for work 
  Unemployed, not looking for work (care responsibilities, etc.) 
  Unable to work due to long-term illness or disability 
  Full-time student 
  Retired 
  Other 
 
 
 
 
SECTION II: SEXUAL ORIENTATION  
 
10. In the past 12 months, I have engaged in SEXUAL BEHAVIOR with: 
  Only women 
  Women more than men 
  Women and men equally 
  Men more than women 
  Only men 
  I have not been sexually active in the past 12 months 
  Other: ____________________ 
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11. In the past 12 months, I have been INVOLVED IN RELATIONSHIPS with: 
  Only women 
  Women more than men 
  Women and men equally 
  Men more than women 
  Only men 
  I have not been involved in any relationships in the past 12 months 
  Other: ____________________ 
 
12. In general, I am usually ATTRACTED TO: 
  Only women 
  Women more than men 
  Women and men equally 
  Men more than women 
  Only men 
  I have not been attracted to anyone in the past 12 months 
  Other: ____________________ 
 
13. I identify my SEXUAL ORIENTATION as: 
  Gay 
  Lesbian 
  Bisexual 
  Straight/heterosexual 
  Other: ____________________ 
 
14. How often do you believe strangers know you are gay/lesbian/bisexual/transgender just 
by your appearance and demeanor (that is, without telling them you are gay)? 
  Always 
  Often 
  Sometimes 
  Rarely 
  Never 
 
15. How much do you agree with this statement: If I could, I would change my sexual 
orientation? 
  Strongly agree 
  Agree 
  Neither agree nor disagree 
  Disagree 
  Strongly Disagree 
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16. To what extent have you disclosed your sexual orientation (or “come out”) to the people or 
groups of people listed below?  Please mark the box that best corresponds to your response.  
 
  Not at all out 
(None of 
them) ----------------- 
He/she might 
know 
(Half of 
them) 
---------------- 
Completely 
out 
(All of them) 
Mother N/A      
Father N/A      
Sibling(s) N/A      
Extended family N/A      
Coworkers N/A      
GLBT friends N/A      
Heterosexual 
friends N/A      
Primary health  
care provider N/A      
All health care 
providers N/A      
This question is adapted from the Sexual Orientation Disclosure Scale (SODS, Miranda & Storms, 
1989). Permission obtained to include in survey. 
 
SECTION THREE: HEALTH CARE 
 
17. Do you have health insurance? 
  Yes, private insurance  
  Yes, Medicare 
  Yes, Medicaid 
  No, I do not have any type of insurance 
  Other: ____________________ 
 
18. How would you characterize your health? 
  Excellent 
  Very Good 
  Good 
  Fair 
  Poor 
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19. What is your HIV status? 
  HIV-positive 
  HIV-negative 
  I don’t know 
 
20. In the past 12 months, have you had a usual source of health care you could access when 
you need it? 
  Yes 
  No 
  Other: ____________________ 
 
21. In the past 12 months, how often did you use any type of health care services? 
  None 
  1-3 times a year 
  4-6 times a year 
  7-12 times a year 
  More than 12 times 
 
22. In general, how comfortable do you feel discussing your HEALTH with your primary health 
care provider? 
  Very comfortable 
  Comfortable 
  Neither comfortable or uncomfortable 
  Uncomfortable 
  Very uncomfortable 
  
23. In general, how comfortable do you feel discussing your SEXUAL ORIENTATION with your 
primary health care provider? 
  Very comfortable 
  Comfortable 
  Neither comfortable or uncomfortable 
  Uncomfortable 
  Very uncomfortable 
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24. If you would like to, we would appreciate hearing about your most memorable 
experiences with health care providers that were related to your sexual orientation. 
This may involve a time when your sexual orientation was known or a time when it was 
not.    
 
Please tell us about that experience, using your own words. Also, tell us how this 
experience has impacted you over time. 
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Appendix D 
 
Organizations Contacted for Survey 
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A Rainbow Place, northern NV 
Acadaina's League for Equality, LA 
ACCEPT (Hmong community) 
ADODI, NY  
Affinity, Chicago 
Affirmative (GLBT Mormon group) 
African Ancestral Lesbians United for Societal Change, New York City  
African Asian Latina Lesbians United 
AGUILAS  
Al-Fatiha Foundation 
Alaska Native Aurora Society 
Albuquerque Pride 
ALLGO, TX  
Alliance For Full Acceptance, SC 
American Society on Aging: Lesbian and Gay Aging Issues Network 
Anchorage Pride 
Anuenue Social Club, HI 
Arkansas Lesbians 
Asian and Pacific Islander Equality, CA 
Asian and Pacific Islander Family Pride 
Asian Pacific Alliance of New York 
Asian Pacific Islander Lesbian Bisexual Queer women and Transgender Coalition 
(APIQWTC)  
Asian Pacific Islander Queer Sisters, Washington DC 
Asian/Pacific Gays and Friends, Los Angeles, CA 
Assal East Coast 
Association for Lesbian, Gay, Bisexual, & Transgender Issues in Counseling 
Association of Latino Men for Action (ALMA) 
Atlanta Regional Commission's Aging Atlanta Project GLBT Advisory Group 
Audre Lorde Project, New York City  
Azteca Project  
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Back Country Bettys (BCB), Northern CO and Southern WY 
Berea College Ace League, KY 
Black Gay Business United 
Black Gay Serve 
Black Lesbians of Delaware and Philly 
Black Lesbians-n-PhillyPA 
Black Pride Leadership Project 
Black Professional LGBT Directory 
Black Sistas Lesbian Chat 
Boise State University Bisexuals, Gays, Lesbians, and Allies, for Diversity (BGLAD) 
Brazilian Rainbow Group 
Brothers United Network, TN 
Caldwell County Gay Men, rural TX 
Cameron University PRIDE, OK 
Camp Sister Spirit Folk School, MS 
Carolinas Black Pride Movement 
Centenary College OutReach, LA 
Center for Lesbian and Gay Studies in Religion and Ministry 
Center On Halsted, Chicago, IL 
The Center West, SD 
Central Alabama Pride 
Central Savannah River Area (CSRA) Rainbow Alliance 
China Rainbow Association (CRA), Los Angeles and Southern CA 
Cimarron Alliance Foundation, OK 
Citadel Gay and Lesbian Alliance 
Clemson University Gay-Straight Alliance 
Colectivo Mexicano LGBT, NY  
The College of Southern Idaho ALLIANCE 
Commonwealth Equality, KY 
The Community Coalition of Greater New Orleans 
The Company of Older Lesbians (COOL) 
Consortium  
Cuervo 
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The Dari Project  
Dakota OutRight 
Dignity New Mexico 
The Diversity Center 60+ Senior Program, Santa Cruz, CA 
DRAMA!  A Gay & Lesbian Arts Organization 
Driller Bears of Oklahoma 
DRUMBEAT: National Black SGL/LGBT Listserv 
Dyke March NOLA, LA 
Eastern Kentucky University Pride Alliance 
Elder OUTreach, Washington, DC 
Entre Hermanos, Seattle, WA 
Equality Mississippi 
Equality New Mexico 
Equality North Dakota 
Equality South Dakota 
Equality Utah 
Esperanza Peace and Justice Center 
Fairbanks Pride 
Fairbanks Rainbow Connection 
The Fairness Campaign, KY 
Familia de Stanford 
Fellowship of Older Gays, San Diego 
Fenway Institute 
Forum For Equality, Louisiana 
Frozen Chozen 
GALAEI, Philadelphia 
Gay Alaska Events 
Gay and Gray in the West, CO 
Gay and Lesbian Arab Society, New York City and Los Angeles 
The Gay and Lesbian Community Center of Southern Nevada 
Gay and Lesbian Dominican Empowerment Organization (GALDE), New York City 
Gay and Lesbian Elders Active in Minnesota (G.L.E.A.M.) 
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Gay Asian and Pacific Islander Men of New York 
Gay Asian Pacific Alliance 
Gay Asian Pacific Support Network 
Gay Black Men (GBM) News 
Gay Charlotte - Latino 
Gay Coming Out Stories 
Gay El Paso Juarez 
Gay Farm Work and Allied Trades Group 
Gay Hawaii 
Gay Memphis Campers 
Gay Men of African Descent (GMAD), New York City 
Gay Men of the Sierras 
Gay Men's Multi-Ethnic Association of South Florida 
Gay Mississippi Events 
Gay Mississippi Group 
Gay New Mexico Real Estate 
Gay Retirement 
Gay Silver, Silver City, NM 
GayOKC, Oklahoma City, OK 
Georgia Gay Rodeo Association 
GLBT Generations, Minnesota 
GLBT Military Men and Women of Mississippi 
Golden Rainbow Senior Center, Palm Springs, CA 
GRIOT Circle  
Herland Sister Resources, OK  
HoMoVISIONES 
Houston Gay and Lesbian Latin organization  (GALLO) 
The Idaho Genesis Project 
Idaho State University Women’s and Men’s Center 
Identity Inc 
Imperial Court of All Alaska (ICOAA) 
Indy Soul Sistahs 
Island Lesbian Connection, HI 
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Juneau Pride 
Kentucky Fairness Alliance 
Kudzu Bears of Mississippi 
La Gente Unida 
Lambda Center,  Louisiana 
Las Buenas Amigas, NY 
Las Vegas Pride 
Latin Philly Lesbiana 
Latino Gay Men of NY  
Latino Gay Pride 
Latino Men's Group Project 
Latitud 0, New York City 
Lavender Seniors of the East Bay, CA 
Lavender Womyn, Corvallis, OR 
Lavender Womyn, Eugene, OR 
Lavender Womyn, Portland, OR 
Lavender Womyn, Salem, OR 
Legacy Community Health Services, Houston, TX 
Lesbian Arts & Culture Exchange (LACE), HI  
Lesbian Information Network Coalition, Fayetteville, NC 
Lesbian Muslims  
Lesbian Network South 
Lesbian, Gay, Bisexual and Transgender Health, Education and Research Trust (LGBT 
HEART) 
Lesbians of North Mississippi Group 
LGBT Aging Project 
LGBT Community Center of Greater New Orleans 
LGBTI People of Color and Allies 
LGBTQ Muslim Converts  
Little Rock Capital Pride 
Little Rock Pride 
Long Yang Club, Boston  
Long Yang Club, Chicago 
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Long Yang Club, Connecticut 
Long Yang Club, Dallas/Fort Worth 
Long Yang Club, Denver 
Long Yang Club, Honolulu 
Long Yang Club, Minnesota 
Long Yang Club, New Jersey 
Long Yang Club, Orlando 
Long Yang Club, Philadelphia 
Long Yang Club, Phoenix 
Long Yang Club, Seattle 
Long Yang Club, Tampa 
Louisiana Human Rights Campaign 
Louisiana State Gay Rodeo Association 
Louisiana State University in Shreveport Gay-Straight Alliance 
Louisiana Stonewall Democrats 
Love Makes A Family 
Mano a Mano USA 
Mano a Mano, NY 
Mat-Su Valley Lesbian, Gay, Bisexual & Transgendered Community Center (rural 
Alaska)  
Mature Active Gays in Community (MAGIC), HI 
Mature Friends, Seattle, WA 
The Mautner Project 
McPride, GLBT community of McAlester and Southeastern Oklahoma 
Memphis GLBTQ Events 
Men of All Colors Together/Dallas 
Men Uniting Men of Orlando 
Metro Retirees, Washington, DC 
Metropolitan Community Church of Anchorage 
Metropolitan Community Church of Paducah, KY 
Midlife Gay Men, San Francisco 
Midsouth Gay Sportbike Riders 
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Midwest Bisexual Lesbian Gay Transgender Ally College Conference (MBLGTACC)  
Minnesota State University at Moorhead Ten Percent Society (TPS) 
Minnkota Center Discussion Groups 
Mississippi Gay Net 
Mississippi Gay/Lesbian Alliance 
Mississippi GLBT Support Group 
Mississippi Gulf Coast Gay Community Social Club Rainbow Alliance 
Mississippi LGBT College Activism 
Mississippi Pride 
Missoula Lesbian Group 
Montana Gay Men's Task Force 
Murray State University Alliance 
Muslim Gay Men  
Mystic Krewe of Apollo Baton Rouge, LA 
Mystic Krewe of Apollo Birmingham, LA 
Mystic Krewe of Apollo de Lafayette, LA 
Mystic Krewe of Apollo Shreveport, LA 
National Black Justice Coalition 
National Center for Lesbian Rights 
National Coalition for LGBT Health 
National Gay and Lesbian Task Force 
Nebraska Pride Rainbow Celebrations  
Network on Religion and Justice for Asian American and Pacific Islander LGBT People 
Nevada Gay Rodeo Association 
New Mexico Gay Men's Chorus 
New York State Black Gay Network 
NIA Collective, CA 
NorthEast Two Spirit Society 
Northern Kentucky University Common Ground 
Northwest Arkansas GLBT Community Center 
Northwest Arkansas Pride 
Nubian Knights Network 
Nubian Lesbians II 
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Oklahoma City Lesbians 
Oklahoma Gay and Lesbian Political Caucus 
Oklahoma Gay Natives 
Oklahoma Gay Rodeo Association 
Oklahoma State University Sexual Orientation Diversity Association (SODA)  
Oklahomans for Equality 
Old Lesbians Organizing for Change (OLOC) 
The Older GLBT Group of Lambda Community Center, Fort Collins, CO 
Older Wiser Lesbians (OWLS) of the Greater Capitol Area 
Osos Del Sol 
Out In Juneau 
Out People of Color 
OUTreach Resource Center, Ogden, UT 
OutWilmington Community Center, NC 
Over The River 
Palmetto Umoja, SC 
Poder Latino de Oregon 
Political Action Council for Equality, LA 
Portland Latino Gay Pride 
Pride Collective and Community Center of Fargo-Moorhead 
Pride of Mississippi 
Prime Timers, Atlanta  
Prime Timers, Austin 
Prime Timers, Boston 
Prime Timers, Charlotte, NC 
Prime Timers, Cleveland 
Prime Timers, Colorado  
Prime Timers, Colorado 
Prime Timers, Dallas-Fort Worth 
Prime Timers, Ft. Lauderdale  
Prime Timers, Gulf Coast 
Prime Timers, Houston 
Prime Timers, Las Vegas 
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Prime Timers, Los Angeles  
Prime Timers, Miami 
Prime Timers, Oklahoma 
Prime Timers, Pittsburgh 
Prime Timers, Portland or 
Prime Timers, Raleigh Durham, NC 
Prime Timers, San Antonio 
Prime Timers, Sarasota, FL 
Prime Timers, Tallahassee  
Prime Timers, Tulsa 
Prime Timers, Tuscon  
Primer Movimiento Peruano, New York City 
Professional Black Lesbian Network 
Project Visibility, Colorado 
Puerto Rican Initiative to Develop Empowerment 
q-wave  
Queer Alaska 
Queer Gulf Coast 
QueLACo - Queer Latin Arts Festival 
Quisgleya-Dominican Gay and Lesbian Association 
Rainbow Alliance of the Deaf 
Rainbow Community Center, north central WV 
Rainbow Pride of West Virginia 
Rainbow Seniors of Western New York 
Rainbow Train, Seattle WA 
Rapid City/Black Hills Gay Men's Social Group, western South Dakota 
Rural and Back Country Gay/Lesbian Lifestyles 
Rural LGBTQ Civil Rights 
Ruralgay 
Safe Harbor Family Church, Jackson MS 
Saint Louis Black Pride 
Same Gender Attracted People 
San Antonio Lesbians 
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Seniors Active in a Gay Environment (S.A.G.E.) of California 
Servicemembers Legal Defense Network 
Services and Advocacy for GLBT Elders (SAGE), national 
Services and Advocacy for GLBT Elders (SAGE), Upstate NY 
Services and Advocacy for GLBT Elders (SAGE), South Florida 
Services and Advocacy for GLBT Elders (SAGE), Milwaukee 
SGL MOCCA, Same-Gender-Loving Men of Color Committed to Affirmation 
SGL/LGBTI Persons of African Descent 
Sheville After Dark, Asheville, NC 
Siouxland Pride, Sioux City, IA 
Sistas of Caribbean Ancestry 
Somos Latin@s LGBT Coalition, MA 
Soulforce  
South Asian Lesbian and Gay Association of New York City (SALGA) 
South Bay Queer Asian, CA 
South Carolina Equality Coalition 
South Carolina Gay + Lesbian Business Guild 
South Carolina Gay and Lesbian Pride Movement 
South Dakota Project 
South Utah Gay & Lesbian Community Group 
Southeast Alaska Gay and Lesbian Alliance (SEAGLA)  
Southerners On New Ground (working class, people of color, immigrants, and rural 
LGBTQ people) 
Stonewall Democrats of Arkansas 
Stonewall Democrats of Northern Nevada 
Stonewall Democrats of Southern Nevada 
Support for Lesbians Coming Out Group 
Tell Your Gay Out! 
Temenos  
Triangle Community Center, Connecticut 
Triangle Womyn of Color, NC 
Trikone (GLBT South Asians) 
Tulane MOSAIC 
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Tulane Office of LGBT Life 
Unid@s, The National Latina/o Lesbian, Gay, Bisexual & Transgender (LGBT) Human 
Rights Organization 
United Lesbians Of African Heritage (ULOAH) 
University of Alaska, Fairbanks, Alaska Gay and Lesbian Association (AGLA) 
University of Arkansas P.R.I.D.E. 
University of California, San Francisco, Lesbian Health & Research Center (LHRC),  
University of Central Arkansas Pride, Raising awareness, Involvement, Support, and 
Mentoring (PRISM) 
University of Central Oklahoma Gay Alliance for Tolerance and Equity (GATE) 
University of Idaho Gay Straight Alliance  
University of Kansas Lavender Society  
University of Kentucky QueerInfo 
University of Louisiana at Lafayette Pride Society 
University of Louisville Office for LGBT Services 
University of Mississippi Gay-Straight Alliance 
University of Mississippi Radical GLBTs 
University of North Dakota Ten Percent Society (TPS) 
University of Oklahoma GLBTF  
University of South Dakota Ten Percent Society (TPS)  
University of Southern Mississippi Gay/Straight Alliance 
University of Tulsa BLGTA  
University of Utah LGBT Resource Center 
University of Utah Queer Student Union 
Utah Pride Center 
Valiente - LGBT Latino/a Alliance, Dallas/Fort-Worth TX 
Venezuelan and American Lesbian and Gay Organization 
Vizionz-in-Color Project 
We Are Family Las Vegas 
Western Kentucky University Outlet Alliance 
Western Kentucky University SafeZone  
Western Montana Gay & Lesbian Community Center 
Whitman-Walker Clinic Inc., Black Lesbian Support Group (BLSG), Washington DC 
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Whosoverans SE, GLBT Christians 
Women in the Life Association 
Women of Distinction 
Women Sail Alaska 
Working Class Queer People 
Wyoming Equality 
Yo Sistah!, New York City 
Zuna Institute, the National Advocacy Organization for Black Lesbians 
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Appendix E 
 
Informed Consent and Debriefing  
Information Provided to Participants 
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INFORMED CONSENT 
 
Welcome to the Gay and Lesbian Health Care Survey, a web-based survey that 
examines the experiences gay men and women have had when coming out or not 
coming out to health care providers.  
 
My name is Jorja Jamison, and I am a doctoral candidate in the Counseling Psychology 
program at the University of Illinois at Urbana-Champaign. I am conducting dissertation 
research under the direction of my research adviser Dr. Lydia P. Buki. 
 
Before taking part in this study, please read the consent form below and click the "Yes" 
choice and "Next" button at the bottom of the page if you understand the statements and 
freely consent to participate in this study. 
 
Participation involves filling out some demographic information and taking an online 
survey that asks about your previous encounters with health care providers, along with 
your beliefs and attitudes about coming out to health care providers. Your survey 
responses will be entirely anonymous, which means that we will not ask for any 
information that can be used to identify you, such as your name or address, and the IP 
address of the computer you are using will not be transmitted with your survey answers. 
 
The survey will take approximately 30 minutes to complete. After participating you may 
choose to be entered into a drawing for one of ten $25 cash prizes. Please note that your 
lottery entry is sent to a separate file from your survey responses and cannot be connected 
to them, so your responses will remain anonymous even if you choose to enter the 
drawing.  
 
Your participation in this study is entirely voluntary and you may stop participation at 
any time.  Furthermore, you may skip any questions you do not feel comfortable 
answering.  No known risks beyond those encountered in everyday life are associated 
with the current study. The possible benefits of this study to you, the participant, may be 
to provide you with the opportunity to share your experiences with the health care 
system, thereby giving voice to experiences that are not usually studied, and 
understanding that you are contributing to the knowledge base about the gay and lesbian 
population. 
 
The current research is being conducted by Jorja Jamison, M.S. and supervised by Lydia 
Buki, Ph.D. at the University of Illinois at Urbana-Champaign. This project has been 
approved by the Institutional Review Board (IRB) at the University of Illinois at Urbana 
Champaign (UIUC).  Click here to view the IRB approval of this specific project.  
 
If you have any questions regarding the current investigation, please feel free to contact 
Jorja Jamison (jamisonj@uiuc.edu) or Dr. Lydia Buki (buki@uiuc.edu, 217-265-5491).  
You may also contact the Bureau of Educational Research (217-333-3023, 
www.ed.uiuc.edu/ber) or Institutional Review Board at the University of Illinois at 
Urbana-Champaign (217-333-2670, irb@uiuc.edu) for information about the rights of 
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participants in this study. The results of this survey will be presented in professional 
venues, such as academic journals or professional conferences. You may print this page if 
you would like to keep a copy of this consent for your records.  We thank you for your 
time and willingness to participate in this study. 
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DEBRIEFING INFORMATION 
 
Your survey responses have been successfully submitted. 
 
Thank you for your participation in this study.  As researchers, we do not completely 
understand how coming out to health care providers impacts gay men's and women's 
involvement in health care.  Data collected from this study will help us understand these 
issues better. This may help in designing  programs to help gay men and women access 
and utilize the healthcare system in order to make appropriate health decisions. 
 
All of your responses from this study are anonymous, and the answers you gave will be 
combined with answers from other people when being written up; in this way you cannot 
be identified through your survey responses. The results of this study may be reported in 
professional venues, such as scholarly reports, journal articles or conference 
presentations. If you have any questions or comments about this study, please feel free to 
contact Jorja Jamison, M.S. (jamisonj@uiuc.edu; 217-766-8482) or Dr. Lydia P. Buki 
(buki@uiuc.edu; 217-265-5491). 
 
For most of this survey, you may have felt the same way you feel when you talk to 
anyone about your sexual orientation, which can be uncomfortable for some people. We 
also recognize that some of the questions may have asked you to remember a difficult 
time you have had in the past. We want to give you a number of resources that may help 
you.  If you would like to talk with someone about any of these issues, or find out more 
about gay and lesbian health issues, there are a number of resources that you can make 
use of. 
 
Gay and Lesbian Health Resources 
HRC's Guide to Coming Out to Your Doctor- www.hrc.org/issues/3391.htm 
LGBT HEART (Health Screening Guidelines, Advanced Planning Info) - 
www.lgbtheart.org  
Gay and Lesbian Medical Association - www.glma.org/ 
National Coalition for LGBT Health - www.lgbthealth.net/ 
Mautner Project, the National Lesbian Health Organization - www.mautnerproject.org 
 
Gay and Lesbian General Resources 
Gay & Lesbian National Hotline 1-888-843-4564 
The Human Rights Campaign- www.hrc.org/ 
PFLAG - www.pflag.org/ 
 
 
Please click here if you would like to enter the lottery for a chance to win one of ten $25 
prizes 
 206 
Appendix F 
 
Final Draft Preliminary Multidimensional Disclosure 
to Health Care Providers Scale (MD-HCPS) 
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Multidimensional Disclosure to Health Care Providers Scale (MD-HCPS) 
FINAL PRELIMINARY SCALE 
 
The following questionnaire will ask you about your thoughts, feelings, and experiences 
regarding your sexual orientation and your interactions with health care providers. The 
term “gay,” used throughout the questionnaire, is shorthand and refers to individuals who 
identify as same-gender-loving; this may include the labels of gay, lesbian, queer, men 
who have sex with men (MSM), men who partner with men (MPM), women who have 
sex with women (WSW) and women who partner with women (WPW).  Feel free to 
substitute the label you identify with when answering the questions.   
 
 
Disclosure Attitudes and Beliefs 
Below are some statements describing different attitudes or beliefs some people have 
about disclosing their sexual orientation (“coming out”) to health care providers. Health 
care providers may include any trained professional whom you have seen regarding your 
physical health; this may include doctors, nurses, chiropractors, dentists, specialists, or 
physician’s assistants.  What is important is that you consider them a physical health care 
provider.  This should NOT include mental health care providers, such as therapists, 
counselors, psychologists, social workers, or anyone else you might see for your mental 
health. 
 
For each statement, think about how you generally feel at the present time.  Please 
indicate how much you agree or disagree with each statement.  There are no right or 
wrong answers. 
 
In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
1. Thinking about disclosing my 
sexual orientation to health care 
providers usually makes me 
anxious. 
       
2. I need to disclose my sexual 
orientation to my health care 
providers in order to get optimal 
health care. 
       
3. I usually prepare myself before I 
discuss my sexual orientation 
with health care providers, by 
thinking about what I want to say, 
figuring out if it is safe to 
disclose, etc.   
       
4. My sexual orientation has nothing 
to do with my physical health. 
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In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
5. My sexual orientation is not 
always relevant to my health care 
visit. 
       
6. Disclosing my sexual orientation 
can mean risking the bond I’ve 
formed with a health care 
provider. 
       
7. Anytime a health care provider 
assumes I am straight is an 
opportunity for disclosure. 
       
8. The identity of “gay,” “lesbian,” 
or “queer” is very important to 
me. 
       
9. Disclosing my sexual orientation 
to health care providers is a risky 
thing to do. 
       
10. Being out to my health care 
providers is a way I can help 
advance gay rights for everyone. 
       
11. Disclosing my sexual orientation 
to health care providers is no 
different than disclosing my 
gender, age, or race. 
       
12. It is a very personal thing to 
reveal my sexual orientation to 
health care providers. 
       
13. The race or ethnicity of the health 
care provider can have an impact 
on my decision to disclose my 
sexual orientation. 
       
14. It’s not important to disclose your 
sexual orientation to health care 
providers. 
       
15. There are some parts of the 
country where it’s not safe to 
disclose your sexual orientation to 
health care providers. 
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In general, I feel that I…  
Strongly 
Disagree Disagree 
Mildly 
Disagree Neutral 
Mildly 
Agree Agree 
Strongly 
Agree 
16. I don’t really care whether or not 
health care providers know my 
sexual orientation. 
       
17. You can’t control what a health 
care provider does with your 
disclosure after you have come 
out to them. 
       
18. I seek health care differently when 
it is related to my sexual 
orientation. 
       
 
Risk Perception: 1, 3, 6, 9, 11, 12, 13, 15, 17, 18 
Pro-gay stance: 2, 4, 5, 7, 8, 10, 14, 16 
 
 
 
 
 
Health Care Visits 
 
The following questions ask about your encounters with health care providers over your 
lifetime. Health care providers may include any trained professional whom you have 
seen regarding your physical health; this may include doctors, nurses, chiropractors, 
dentists, specialists, or physician’s assistants.   What is important is that you consider 
them a physical health care provider.  This should NOT include mental health care 
providers, such as therapists, counselors, psychologists, social workers, or anyone else 
you might see for your mental health. 
 
For each statement, think about whether the scenario has happened to you, and then 
indicate how false or true the statement is.  Although some statements may seem very 
similar, it is important to consider only what each exact statement is asking about.  If you 
feel that the statement does not apply to you, mark “very false.” 
 
 
Regarding my previous health care visits,                  
the statement is….   
Very 
False 
Somewhat 
False 
Not sure Somewhat 
True 
Very 
True 
1. I have avoided asking certain questions I wanted 
answers to because it would have meant 
disclosing. 
     
2. I have wanted my partner to be treated like family 
by a health care provider. 
     
 210 
Regarding my previous health care visits,                  
the statement is….   
Very 
False 
Somewhat 
False 
Not sure Somewhat 
True 
Very 
True 
3. I have asked a health care provider for an HIV 
test. 
     
4. I have delayed or avoided disclosing my sexual 
orientation because I didn’t want to lose the bond I 
had formed with a health care provider. 
     
5. Intake forms at a health care provider’s office have 
asked about my sexual behavior (e.g., “Do you 
have sex with men, women, both, or neither?”). 
     
6. Intake forms at a health care provider’s office have 
asked about my sexual orientation (e.g., “Are you 
gay, lesbian, bisexual, transgender, straight?”). 
     
7. Intake forms at a health care provider’s office have 
asked about my partnership status instead of my 
marital status. 
     
8. I have sought health care about a presenting 
concern that was directly related to my sexuality 
or sexual behavior. 
     
9. A health care provider has asked about my sexual 
orientation as a standard part of their intake. 
     
10. A health care provider has used inclusive language 
from the start of my visit. 
     
11. I have avoided healthcare so I wouldn’t have to 
disclose my sexual orientation. 
     
12. My partner has come with me when I visited a 
health care provider. 
     
13. A health care provider has asked if I was sexually 
active, and with whom, instead of assuming I was 
straight. 
     
14. A health care provider has discussed sexually 
transmitted infections with me. 
     
15. I have delayed or avoided disclosing my sexual 
orientation to a health care provider because I had 
not yet formed a bond with them. 
     
HCP-Driven Initiation: 5, 6, 7, 9, 10, 13 
Avoidance of Initiation: 1, 4, 11, 15 
Sexual Behavior-Related Initiation: 3, 8, 14 
Partner-Related Initiation: 2, 12 
 
 211 
Disclosure Communication 
 
The following statements describe many different ways that people can communicate or 
hide their sexual orientation from a health care provider during a health care visit. Health 
care providers may include any trained professional whom you have seen regarding your 
physical health; this may include doctors, nurses, chiropractors, dentists, specialists, or 
physician’s assistants.  What is important is that you consider them a physical health care 
provider.  This should NOT include mental health care providers, such as therapists, 
counselors, psychologists, social workers, or anyone else you might see for your mental 
health. 
 
Think about whether each statement has happened to you during your previous health 
care visits, and then indicate how false or true the statement is.  Although some 
statements may seem very similar, it is important to consider only what each exact 
statement is asking about.  If you feel that the statement does not apply to you, mark 
“very false.” 
 
Regarding my previous health care visits,                  
this statement is…   
Very 
False 
Somewhat 
False 
Not 
sure 
Somewhat 
True 
Very 
True 
1. I have corrected a health care provider’s language 
(husband/wife, him/her, etc.) when they asked 
about my relationship(s). 
     
2. I have lied to a health care provider to avoid 
disclosing my sexual orientation. 
     
3. I have disclosed my sexual orientation by telling 
a health care provider that:                                        
(If you are female): “I only have sex with 
women.”                                                                  
(If you are male): “I only have sex with men.” 
     
4. I have told a health care provider that “I did not 
need birth control” or that “there was no chance 
of pregnancy” but did not tell them I was gay. 
     
5. I have told a health care provider I was “gay,” 
“lesbian,” or “queer” to communicate my sexual 
orientation. 
     
6. I have written on intake forms I was “lesbian,” 
“gay,” or “queer,” whether or not there was a 
space to do so. 
     
7. I have given a health care provider clues about 
my sexual orientation without coming right out 
and saying I was gay. 
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Regarding my previous health care visits,                  
this statement is…   
Very 
False 
Somewhat 
False 
Not 
sure 
Somewhat 
True 
Very 
True 
8. I have avoided answering certain questions to 
keep from disclosing my sexual orientation.  
     
9. I have talked about “my partner” or 
“girlfriend/boyfriend” to a health care provider. 
     
Active Disclosure: 1, 3, 5, 6, 9 
Active Non-Disclosure: 2, 8 
Passive Disclosure: 4, 7 
 
 
 
 
 
Disclosure Acknowledgment & Reactions 
 
The following statements describe different situations that may happen once a patients 
gay or lesbian identity is known. Health care providers may include any trained 
professional whom you have seen regarding your physical health; this may include 
doctors, nurses, chiropractors, dentists, specialists, or physician’s assistants.  What is 
important is that you consider them a physical health care provider.  This should NOT 
include mental health care providers, such as therapists, counselors, psychologists, social 
workers, or anyone else you might see for your mental health. 
 
For each of the statements, please indicate if what is described has ever happened to you, 
and to what degree you found it helpful or bothersome. If a statement has happened to 
you more than once, please pick the time you recall most clearly and then answer the 
question. If you feel a statement does not apply to you, mark “no” in the first section. 
 
Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
1. A health care provider has helped 
me feel more comfortable as soon 
as I disclosed. 
        
2. I have felt rejected by a health care 
provider after disclosing. 
        
3. A health care provider has gotten 
nervous when I disclosed. 
        
4. A health care provider was 
knowledgeable about lesbian/gay 
health issues. 
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Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
5. I have been angry over how a 
health care provider reacted to my 
disclosure. 
        
6. I have felt traumatized because of 
how a disclosure interaction went. 
        
7. A health care provider has 
encouraged my partner to be there 
for me. 
        
8. I have been subjected to intrusive 
questions after I disclosed. 
        
9. I have tried to disclose, but a health 
care provider did not seem to 
understand what I was 
communicating. 
        
10. I have gotten better, more relevant 
care after I disclosed my sexual 
orientation. 
        
11. I have lost confidence in a health 
care provider because of how they 
reacted to my disclosure. 
        
12. I have disclosed to a health care 
provider and felt no sense of 
judgment. 
        
13. I have wondered if I had gotten 
worse care after a health care 
provider knew I was gay. 
        
14. When I disclosed, a health care 
provider has asked questions about 
my relationship (how’s your 
partner, do you two have children, 
how long have you been together, 
etc.). 
        
15. When I disclosed my sexual 
orientation, there was a genuine 
sense of support and understanding 
from a health care provider. 
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Ever 
happened? 
 If yes, how much did this affect you?   
No Yes 
 Bothered 
me 
greatly 
Bothered 
me 
somewh
at 
Did not 
bother or 
help me 
Helped 
me 
somew
hat 
Helped 
me 
greatly 
16. After they knew I was gay, a 
health care provider’s demeanor 
became more rigid and steely. 
        
17. I have left a health care visit 
feeling good about the disclosure. 
        
18. When I disclosed my sexual 
orientation, a health care provider 
responded with a certain look on 
their face. 
        
19. Even when I was giving all the 
signs that I’m gay, a health care 
provider didn’t pick up on it. 
        
20. A health care provider has shown 
no reaction to my disclosure. 
        
Positive Acknowledgment: 1, 4, 7, 10, 12, 14, 15, 17, 20 
Negative Acknowledgment Reactions: 2, 3, 5, 6, 8, 11, 13, 16, 18 
Unacknowledged Disclosure: 9, 19 
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